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D603 1200-08-25-.06 (1)(a)3. Administration 

(1 ) Each ACLF shall meet the followlng'staffing 
and procedural standards: 

(a) Staffing Requirements: 

3, An ACLF shall have an identified responsible 
attendant who Is alert and awake at all times and 
a sufficient number of employees to meet the 
residents 1 needs, including medical services as 
prescribed, The responsible attendant and direct 
care staff must be at least eighteen (18) years of 
age and capable of complying with statutes and 
rules governing ACLFs. 



This Rule is not met as evidenced by: 
Based on medical record review, review of a 
facility Acuity Discharge Planning report, review 
of a police report, review of facility staffing 
schedules, observation and interview, the facility 
failed to provide sufficient staff to meet the needs 
for two residents (#2, #5) reviewed and ' 
twenty-two residents identified by the facility as 
having needs the facility was unable to meet. 

The findings included: 

Resident #2 was admitted to the facility on June 
30, 201 1 with diagnoses Including Dementia. 

Review of an Acuity Discharge Planning report 
dated December 9, 2011 revealed the resident 
required care necessary in a secured unit (facility 
not licensed for secured unit). 

Medical record review of a Chart Note dated 
December 24, 2011 at 10:00 p.m. revealed 
...discovered in .room by care 
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Corrective action for residents 
affected: 

Resident #2 is no longer at this 
facility. He was discharged on 12- 
24-2011 to the hospital. 

Resident #5 is no longer at this 
facility. She was discharged on 2- 
14-2012 to a Nursing Home. 

The twenty two residents 
identified as having needs the 
facility are unable to meet, have 
been appropriately discharged to 
a higher level of care. Two of the 
Identified residents are in the 
process of discharge with 
assistance from the Ombudsman. 
They are resident's #33 and #40. 
Resident #33 is schedufed to go to 
a nursing home. Resident #40 is 
scheduled to go to another facility. 
This wiil occur when the family 
completes financial arrangements 
and CHOICE'S approval; 
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Continued From page 1 

attendant. ..bleeding from nose, ear, mouth/and 
jaw appeared to be swelling... had beat (resident) 
with "cane..." 

Review of a police report dated December 24, 
2011 revealed "...Victim (Resident 
#2)... aggravated assault...blunt object..." 

Review of th&staffing schedule and Interview with 
the Resident Services Director (RSD) on 
February 1, 2012 at 1:48 p.m. in the Executive 
Director's (ED) office revealed Medication 
Supervisor #2, Care Associate (CA) #2, CA#5 
and Medical Technician #3 were scheduled to 
work the evening shift on December 24, 2011. 

Interview with CA#2on February 1, 2012 at 3:00 
p.m. In the ED's office revealed CA #2 observed 
Resident #2 asleep between 7:30 p.m. and 8:00 
p.m. Continued Interview revealed CA#2 
returned to Resident #2's room at approximately 
9:45 p.m. and CA #2 stated, "...was covered with 
blood... bleeding from jaw, gobs out of nose, 
coming from mouth (and) blood from right ear..." 

Telephone interview with Medication Supervisor 
#2 on February 2, 2012 at 1:55 p.m. revealed the 
resident was forgetful and she stated "...needed 
almost total care... typically 2-3 caregivers and 
me..." 

Interview with CA #2 on February 9, 2012 at 
1 1:25 a.m. In the marketing office revealed her 
assignment on the evening of December 24, 
201 1 1ncluded seven totally dependent residents. 
Continued interview revealed three caregivers 
staffed the facility after 8:00 p.m., (12-24-12) after 
CA #5 went off duly at 8:00 p.m. 

Telephone interview with Police Detective #2 on 
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These two residents were 
assessed by a licensed nurse 
utilizing the Elmcroft assessment 
tool and their care needs were 
determined. The staff was in- 
serviced on what these two 
residents need in order to meet 
their specific staffing needs on 
March 30, 2012 by the Resident 
Service Director. 

Other Residents that could 
potentially be affected: M 

Per the Elmcroft policy, residents 
will be provided sufficient staff to 
meet their needs. As stated In the 
regulations, 1200-08-25-.12 under 
Resident Records, page 32 number 
4; An ACLF shall complete a 
written assessment of the resident 
to be conducted by a direct care 
staff member within a time-period 
determined by the ACLF, but no 
later than seventy two (72) hours 
after admission; however in all 
reasonable opportunities a 
licensed nurse conducts the 
assessment per our policy. It is 
not acceptable practice for a 
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ELMCROFT" 

OF TWIN HILLS 

SENIOR LIVING COMMUNITY 



Addendum to D603 
Complaint Survey March 1, 2012 



Fami " eS C ° mP,ete 3 SU,VeV * hat iS COnducted b * an dependent thfrd party annually The 
action plan 1S subm.tted to the support center for follow up to ensure needs are met. 

cIVe7n™ 

concerns are followed up by the Directors to ensure needs are met. 

The facmty conducts monthly Family Meetings driven by the Executive Director. Any concerns are 
followed up by the Directors to ensure needs are met. 




^nature^fExecutive^Director ' — " ' 




Date 



94 Twin Hills Drive I Madison, TN 37115 f 615.855.1979 | ElmcroftSeniorUving. 
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Continued From page 2 

February 7, 2012 at 10:05 am. revealed Resident 
#2 had expired, an autopsy had been performed 
and complications of blunt force trauma was the 
cause of death. 



Resident #5 was admitted to the facility on 
September 1 1 , 2009 with diagnoses Including 
Pick's Disease. 

Medical record review of a General Note dated 
August 1, 2011 revealed "...total assist with ADL's 
(activities of daily living)... slouched over in 
wheelchair.. .repositioned several times, unable to 
sit up... non-ambulatory, non weight-bearing..." 
Medical record review of a Chart Note dated 
September 7, 201 1 revealed "...was found on the 
floor...hit the left side of.. .head no redness or 
bruising..." 

Review of an "Acuity Discharge Planning" report 
dated December 9, 201 1 revealed "...total care..." 

Medical record review of Chart Notes dated 
December 1 1 , 201 1 revealed, "Took to room after 
iunch and resident slid out of chair and was on 
the' floor... gash on left side of back of head...to 
(hospital). ..returned, spoke with Dr. (doctor) 
stated he put staples ln...head otherwise.. .looked 
fine..." 

Medical record review of an Emergency Provider 
Record dated December 11, 2011 revealed 
"...Time (2:52 p.m.).. .Historian: paramedics NH 
(nursing home) notes...felI out of wheelchair... 1 .5 
cm (centimeter) lac (laceration)..." Continued 
review revealed "...non-afnbuiatory at 
baseline... non-communicative at baseline.,. was 
unable to get a hold of staff... despite several, 
attempts. "When spoke with Rn (Registered 
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Community Relations Director to 
conduct an assessment. A licensed 
nurse does an assessment per our 
policy prior to move in, after 30 
days, every 6 months or upon a 
change of condition or return from 
an alternative setting such as, 
hospital, rehab/skilled care or 
home dependent upon the ' 
residents needs as determined by 
the level of care assessment. 

On March 8, 2012, all existing 
residents were assessed by 
licensed nurse per the policy to 
ensure their appropriateness for 
Assisted Living. 
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Nurse) at NH they were unable to proivde any 
further historical. information...stapled..." 

Review of a staffing schedule dated December 
11, 2011 and interview with the RSD on February 

I, 2012 at 1:48 p.m. in the ED's office revealed 
two Medical Technician's and a CA were 
scheduled to work the day shift. The RSD stated 
'There had to be another caregiver but 1 don't see 
it." 

Review of Time Record Reports dated December 

II, 2011 provided by the ED'on Februarys, 2012 
revealed reports for the two medical technicians 
and no documentation regarding the scheduled 
CA or an RN. 

Observation on February 8, 2012 at 8:58 a.m. 
revealed Resident #5 was assisted byTechnician 
#2 Into a sitting position and the facility's Quality 
Services Manager (a Licensed Practical Nurse) 
administered medication to the resident with a 
spoon. Continued observation revealed Medical' 
Technician #2 physically lifted the resident and 
placed the resident onto the bed. 

Review of an Acuity Discharge Planning Report 
dated December 9, 201 1 provided by the ED on' 
February 7, 2012 revealed the facility determined 
twenty-six residents including Residents #2 and 
#5 required "Immediate Move-out." Continued 
review revealed the following: 

Resident #2: needs secure unit 
Resident#5: Hospice; Total Care 
Resident #6: Total Care 
Resident #7: 104 years old; hospice; total care 
. Resident #8: Non-ambulatory; total care 
Resident #9; Wound on heel 
Resident #24: Total Care 
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Measures and systematic changes 
to prevent recurrence: 

The facility has weekly at risk calls 
which are designed to discuss the 
resident Quality Services as 
documented on a log, driven by 
the Quality Service Manager to 
monitor the Resident Services 
Director and Executive Director . 
This meeting is to ensure the 
facility can meet the acuity levels 
of the residents. 

A Resident Service Coordinator 
position was added on February 
16, 2012 to be responsible for 
scheduling with a primary focus of 
staffing. The staffing is 
determined by the number of 
residents being serviced and their 
Individual care plan needs. The 
Resident Service's Coordinator 
reports directly to the Resident 
Service Director. The Resident 
Service Director will review a 
sample of the care plan's one time 
per week for the next 6 weeks and 
ongoing as needed. 
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Continued From page 4 

Resldent#25: Non-ambulatory 

Resident#26: Non-amb (non ambulatory), two 
person transfer; - Hospice- 
Resident #27; Needs secure unit 
Resident #28: Total Care... 
Resident #29: Total Care- 
Resident #30: Two person tranfer 
Resident #31: Confused; non-ambulatory 
Resident #32: Total Care 
Resident #33: Blind; Total Care 
Resident #34: Wanders; needs secure unit 
Resident #37: Total Care 
Resident #38: Confused; total care 
Resident #39; Non-ambulatory 



Review of a letter from the facility and dated 
January 1 8, 2012 revealed "...Notice of Discharge 
and Transfer.. .(Resident #39).. .has needs that 
cannot be safely and effectively met In the 
Community (assisted living facility)..." 

Review of letters from the facility and dated 
January 1 9, 2012 revealed "...Notice of Discharge 
and Transfer... (Residents #8, # 24, #25, #26, 
#27, #28, #29, #30)...has needs that cannot be 
safely and effectively met in the Community..." 

Review of letters from the facility and dated 
January 20, 2012 revealed "...Notice of Discharge 
and Transfer... (Residents #34, #40-Resident #40 
was not included on the facility provided Acuity 
Discharge Planning report dated Decembers, 
201 1)...Notice of Discharge and Transfer... has 
needs that cannot be safely and effectively met in 
the Community..." 

Review of the facility's current census dated 
January 30, 2011 revealed eighteen of the- 
residents identified by the fapility in the report 



D603 



Dh/islon of Health Care Facilities 
STATE FORM 



The Executive Director and 
Resident Services Director have a 
system of checking the staffing 
model to ensure it is sufficient to 
meet the acuity needs of the 
residents. Labor hours are 
reviewed Monday through Friday 
with Executive Director, Resident 
Service Coordinator and Resident 
Service Director to ensure 
adequate staffing is utilized. This 
system is monitored weekly by 
reporting during the regional 
operations call with the Regional 
Director of Operations and Quality 
Service Manager 

Corrective Action: 

The level of care assessment 
which is completed prior to move 
in, after 30 days, every 6 months 
or upon a change of condition or 
return from an alternative setting 
such as, hospital, rehab/skllied 
care or home, and labor hours will 
be reviewed by the Quality 
Assurance Committee consisting 
of the Executive Director, Resident 
Services Director, Resident 
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dated December 9, 201 1 remained In the facility. 



interview with the Chief Operating Officer on 
January 31, 2012 at 9:00 a.m. In the ED's office 
revealed the facility had twenty-two current 
residents for whom the facility was unable to 
provide the required care and confirmed the 
facility had insufficient staff to meet the needs of 
the residents, 

C/O: #28393, #29126 

1200-08-25-.06 (1)(b)3. Administration 

(1 ) Each ACLF shall meet the following staffing 
and procedural standards: 

(b) Policies and Procedures: 

3. An ACLF shail develop a written policy, plan 
or procedure concerning a subject and adhere to 
Its provisions whenever required to do so by 
these rules, A licensee that violates its own policy 
established as required by these rules and 
regulations also violates the rules and regulations 
establishing the requirement. 



This Rule is not met as evidenced by: 
Based on medical record review, review of facility 
investigation documentation, review of 
ambulance service documentation, review of 
police investigation documentation, review of 
facility policy and Interview, the facility failed to 
notify the police and fully Investigate an allegation 
of assault according to the facility's abuse policy 
for one resident {#2} of twenty residents 
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Services Coordinator, 
Maintenance Director, Dining 
Services Director, Business Office 
Coordinator and Healthy Lifestyles 
Director, monthly. 



D609 

Corrective action for residents 
affected; 

The licensed nurse or shift 
supervisor wiil contact the 
appropriate authorities, to include 
the police if applicable, in the 
event of an emergency requiring 
such action. 

Resident #2 was discharged to a 
hospital on 12-24-2011. Resident 
#14 was discharged to a 
Behavioral Health Facility on 12- 
24-2011- 
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Continued From page 6 
reviewed. 

The findings included: 

Resident #2 was admitted to the facility on 
Ocfober12, 2010with diagnoses including 
Dementia, Hypertension, and Depression. 

Medical record review of a Chart Note dated 
December24, 2011 at 10:00 p.m. revealed 
"...discovered In room by Care 
Attendant.. .bleeding from nose, ear, mouth, and 
Jaw appeared to be swollen. (Resident #2) stated 
that roommate (Resident #14) was trying to kill 
(Resident #2) and had beat (Resident #2) up. 
Cane was found that belonged to (Resident #14) 
it was bloody and broke Into (in two)...Resident 
sent to ER (emergency room)..." Medical record 
review of an undated, untimed Chart Note 
revealed, "(Resident #14) was questioned by 
(Medication Supervisor #2).. .stated that (Resident 
#14) did not hit (Resident #2), that (Resident #2) 
had hlt...self." 

Review of an Ambulance Service Report dated 
December 24, 201 1 revealed a call was received 
at 1 0:06 p.m.; the ambulance arrived on the 
scene at 10:21 p.m., transported the resident at 
10:39 p.m. and included "...Chief Complaint: Fall 
with Bleeding from head..," Continued review 
revealed a line was drawn through the chief 
complaint and included "...(10:35 p.m.) Pulse 56 
Blood Pressure 206/92... Bleeding, facial trauma, 
hand trauma.. .Pt (patient) was beaten by 
...roommate with a cane...AOS (arrived on scene) 
to find.. .(Resident #2) sitting In facility w/c 
(wheelchair)...severe swelling to L side of face, 
nose deformed...L (left) eye swollen, contusions 
and abrasions to L side of face ...pupils pinpoint 
and non reactive...abrasions to top side of bom 
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Other Residents that could 
potentially be affected: 

Executive Director and Resident 
Services Director In-serviced the 
entire staff March 20, 21 and 22, 
2012 on incident reporting, the 
completion of the Incident report 
and chain of command, thorough 
investigation of alleged abuse. 
Including those incidents which 
require notification to the TN 
Department of Health, Adult 
Protective Services and other 
authorities including the police if 
necessary. 

Executive Director and Resident 
Services Director In-serviced the 
entire staff March 20, 21 and 22, 
2012 on those resident's that may 
request a'sltter service. We 
currently do not have any 
resident's utilizing a sitter service 
at this time. The in-service 
included that sitters will be 
required to have a background 
check completed by the hiring 
agency, the abuse registry check, 
drug screen and evidence of non- 
communicable disease/ T8 
screening. 
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Continued From page 7 
hands ...transported...to (Hospital #1}..." 

Medical record review of an Emergency Room 
Report (Hospital #1) dated December 24, 2011 
revealed ",..the patient was aUassisted living 
facility ...where (Resident #2) was assaulted 
by.. .roommate.. .beaten about the face with a 
cane... has dementia.. .Is a fall risk-xhronic falls at 
baseline. Therefore ...wears a helmet... helmet 
was apparently on..,when...actuatly beat...so hard' 
that the cane broke...severe trauma to...face...left 
auricular hematoma with small skin tear on the 
superior portion of the auricle...large abrasion 
at...maxilIa7inferlor orbital region with a large skin 
tear and a moderate amount of swelling and 
ecchymosis (brulsing)...0.5 cm (centimeter) skin 
tear over.. .nasal bridge.„edematous nose with a 
deformity, clotted nasal blood bilaterally...upper 
and lower lip edema with some 
abrasions.. .clotted blood present (in 
mourn)... Both... hands show defensive 
wounds... puncture wouhd on the dorsum of the 
right hand ...comminuted bilateral nasal bone ■ 
fractures and a large ieft facial 
...hematoma... obviously In a severe amount of 
pain with multiple fractures. I do not feel like 
(Resident #2) Is safe to be discharged home with 
concern for an obstructing 
of... airway... Disposition: (Hospital #2)..." 

Medical record review, of a History and Physical 
(Hospital #2) dated December 25, 2011 revealed 
"...was attacked by...roommate and hit in the face 
several times with a cane...also sustained soft 
tissue damage to.-.right hand while trying to 
defend...self from the blows.. .bilateral nasa! 
fractures ...left periorbital hematoma with swollen 
and tender nose as well as a laceration of the 
upper Iip...CT (computed 
tomography).. .comminuted bilateral nasal bone 
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Measures and systematic changes 
to prevent recurrence: 

The Executive Director and 
Resident Services Director have 
been In-serviced on the proper 
completion of an abuse 
Investigation including notifying 
the appropriate authorities by the 
Quality Services Director, March 
19, 2012. 

Executive Director and Resident 
Services Director In-serviced the 
entire staff March 20, 21 and 22, 
2012 on incident reporting, the 
completion of the incident report 
and chain of command, thorough 
investigation of alleged abuse, 
including those incidents which 
require notification to the TN 
Department of Health, Adult 
Protective Services and other 
authorities including the police if 
necessary. 

Executive Director and Resident 
Services Director in-serviced the 
entire staff March 20, 21 and 22, 
2012 on those resident's that may 
request a sitter service. We 



S3- 



<X6) 
COMPLETE 
1 DATE 



■j ■ * - : 
- .--'-1^ 



Division of Health Cars Facilities 
STATE FORM 



GQB511 



Division of Health Care Fac. 



(ties 



PRINTED: 03H2fc«£.' 
■FORM AE^eVgPi : 



STATEMENT OF DEFICIENCIES 
AND PLAN OF CORRECTION 



(X1) PR0VIDER/SUPPUER/CL1A 
IDENTIFICATION NUMBER- 

TNPL53766 



(X2) MULTIPLE CONSTRUCTION 

A. BUILDING 

B. WING 



(X3) DATE SURVEY 
COMPLETED 

c ■ 

03/01/2012 



NAME OF PROVIDER OR SUPPLIER 
ELMCROFT OF TWIN HILLS 



STREET ADDRESS, CFTY, STATE, ZIP CODE 

94 TWIN HILLS DRIVE 
MADISON, TN 37115 



(X4)!D 
PREFIX 
TAG 



D609 



SUMMARY STATEMENT OF DEFICIENCIES 
(EACH DEFICIENCY MUST BE PRECEDED BY FULL 
REGULATORY OR LSC IDENTIFYING INFORMATION) 



Continued From page 8 

fractures... extensive paranasal left periorbital and 
left facial masticator space hematoma with ■ 
involvement of the left messeter 
muscle... Impression: 1. Blunt facial trauma 
secondary to assault...3. Lip laceration status 
post repalr...7. Dementia..." 

Medical record review of a Consultation Report 
(Hospital #2) dated December 25, 201 1 revealed 
"...was transferred to (Hospital #2) for 
otolaryngology evaluation... Due to.. .end stage 
Alzheimer's.. .very dependent under the care of 
caregivers... We will ice left side of... face.. .next 48 
hours ...Internal lip laceration that was repaired in 
several places with.. .suture after injection with 1% 
Lldocalne...wi!l allow the swelling of.. .face and 
nose to resolve over the next 5-7 days and at that 
time will evaluate for functional and cosmetic 
deformity..." 

Medical record review of a Discharge Summary 
(Hospital #2) dictated December 27, 201 1 
revealed "...Condition at Discharge:... completely 
alert and oriented to.. .self and not to the place 
and time, which is probably related to chronic 
dementia... (spouse)... notified about the plan for 
discharging. However, the patient wants to be In 
another facility and never wanted to get back to 
the previous one..." Medical record review of a 
prescription signed by the physician responsible 
for the Discharge Summary and dated December 
27, 201 1 revealed "Lortab 5/325 one or two po 
q6h prn pain (by mouth every six hours as 
needed for pain)." 

Review of facility investigation documentation 
dated December 24, 201 1 on January'31,2012 
revealed "...Time 10:00 p.m...Primary 
Injury/Unusual' Occurrence Possible Head Injury 
Skin Breakdown Bruise Cuts/Scrapes ...Was the 
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currently do not have any 
resident's utilizing a sitter service 
at this time. The In-service 
included that sitters will be 
required to have a background 
check completed by the hiring 
agency, abuse registry check, drug _ r 
screen and evidence of non- 
communicable disease/ TB 
screening. 

The Resident Service Director or 
Executive Director will input 
Incident report data into the 
company online Incident reporting 
system within 72 hours of an 
incident for tracking and trending. 
The Director of Compliance 
reviews this report monthly. 

Corrective Action: 

The incident reporting system 
tracking and trending summary 
will be reviewed by the Quality 
Assurance Committee consisting 
of the Executive Director, Resident 
Services Director, Resident 
Services Coordinator, 
Maintenance Director, Dining 



(X5) 
COMPLETE 
DATE 



- iS .-™i?&s; 



GQB511 



If continuation sheet 9oF6 



Division of Health Care Fact 



STATEMENT OF DEFICIENCIES 
AND PLAN OF CORRECTION 



IHes 



PRINTED: 03/12/2012 
FORM APPROVEE; 



PCI) PROVJ0ER/SUPPLIER/CIIA 
IDENTIFICATION NUMBER: 



TNPL53766 



NAME OF PROVIDER OR SUPPLIER 
ELMCROFT OF TWIN HILLS 



(X2) MULTIPLE CONSTRUCTION 

A. BUILDING - . 

B. W1NG__ 



OS) DATE SURVEY 
COMPLETED 

C 

03/01/2012 



STREET ADDRESS, CITY, STATE, ZIP CODE 

94 TWIN HILLS DRIVE 
MADISON, TN 37115 



(X4)!D 
PREFIX 
TAG 



SUMMARY STATEMENT OF DEFICIENCIES 
(EACH DEFICIENCY MUST BE PRECEDED By FULL 
REGULATORY OR LSC IDENTIFYING INFORMATION) 



ID 
PREFIX 
TAG 



PROVIDER'S PLAN OF CORRECTION 
(EACH CORRECTIVE ACTION SHOULD BE 
CROSS-REFERENCED TO THE APPROPRIATE 
DEFICIENCY) 



(XB) 
COMPLETE 
DATE . 



D609 



Continued From page 9 

incident witnessed? No... Discovered by (Care 
Associate #2) Investigation Observations: 
Resident was found in room bleeding from ear, 
mouth, Jaw appeared to be sweiiing r ..stated 
that... roommate (Resident #14) hit..w!th...cane 
...Hospitalized? Yes... Suspicion of Abuse: No..." 
Continued review revealed the report was signed 
by Medication Supervisor #2 and was not signed 
by the "General Manager." 

Review of police department Investigation 
documentation dated December 24, 2011 
revealed "...Offense Description: Aggravated 
Assaull..Weapon Code: blunt object-Dispatch 
was called by an EMT (emergency medical 
technician).. .that...(Resident #2) had been beaten 
up by.'..roommate ...went out to (facility).. .spoke 
with personnel... (Care Associate #2) was the 
caretaker who found (Resident #2)...(Care 
Associate #2) stated while doing room checks 
she found (Resident #2) sitting in the common 
area with the injuries... officers were then 
informed that (Resident #2) had gone Into the 
room of (Resident #14) and tried to wake 
(resident #14) up.' (Resident #14) then became 
very angry and violent and began beating 
(Resident #2) with cane...No call from (facility) 
was ever attempted about the Incident and 
contact was not made with the facility until 
officers went to the location after being at 
(hospital). ..(Medication Supervisor #2) was the- 
manager on duty during the Incident... When 
officers went to the incident location the crime 
scene had been cleaned up by the center staff..." 
Continued review revealed Medication Supervisor 
#2 was not interviewed. 

Review of the facility's Abuse Policy dated August 
1,2011 revealed "...Each resident has the 
righL.of a full, equitable investigation in the event 
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of resident abuse...The purpose of this policy is 
to: Ensure the resident's right to a safe and 
secure environment. Provide a means of 
reporting and investigation alleged abuse of a 
resident Comply with residents rights and the 
law... Definitions of Abuse:...Any action, deliberate 
or negligent that results in bodily harm...may 
lnclude..,assault..The Executive Director will: 
Determine if an Investigation Is warranted after 
reviewing the facts... Obtain relevant Information 
from...AII witnesses...The process shall be 
completed in as short a time as 
possible.. .Report. .shall contain: A statement of 
the facts (i.e., verbatim statements-Depending 
on the nature and the severity of the alleged 
abuse, the Executive Director is required to report 
the Incidents)... could be as follows: Police: the 
decision to notify the police will be based on the: 
Evidence Extent of the Injuries.,. Law In the 
normal course of events, the police will be notified 
of any alleged assault unless there are very 
strong reasons to the contrary. As soon as 
reasonable grounds exist to believe that a 
criminal offense against a resident may have 
taken place, the Investigator shall notify the 
police..." 

Interview with the Executive Director (ED) on 
January 31, 2012 at 9;00 a.m. in the ED's office 
revealed no knowledge of an allegation of 
resident abuse or resident-to-resident altercation 
in the past three months; the ED stated "if there 
had been would have necessitated an incident 
report." 

Interview with the Chief Operating Officer (COO) 
on January 31 , 2012 at 9:00 a.m. in the ED's 
.office' revealed no knowledge of an allegation of 
resident abuse or resident-to : resfdent altercation 
in the past three months. Interview with the COO 
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on January 31, 2012 at 10:00 a.m. revealed he 
was aware of the facility's Investigation 
documentation dated December 24, 201 1 and the 
facility had made inquiries regarding regulatory 
requirements regarding the injuries to Resident 
#2 prior to January 31 , 2012. 

Interview with the Quality Services Manager on 
January 31, 2012 at 10:47 a.m. in the ED's office 
revealed the resident's family had requested a 
change of roommates for the resident and she 
stated "it was obvious (Resident #14) had beaten 
.(Resident #2). As soon as the company assumed 
ownership (August 1, 2011) we had assessed 
everyone.. .(Resident #2) was on iist to move out." 

Interview with the Quality Service Manager on 
February 1, 2012 at 1:10 p.m. in the ED's office 
revealed tile facility had statements from all staff 
who worked the evening/night of December 24, 
2011. Continued Interview revealed statements 
from all staff who provided care to Resident #2 on 
other shifts on December 24, 201 1 had been 
obtained and the investigation documentation 
was not available to the State Agency. 

Telephone interview with the Senior Vice 
President of Resident Services (conference call 
Included the Executive Director and Quality 
Services Manager) on February 1, 2012 at 2:40 
p.m. in the Executive Director's' office revealed 
"...Wa understand severity of (the) situation... At 
this point in time no statements from employees 
signed and dated, Just statements taken by our 
lawyers.-no information that any care staff aware 
(Resident #14) had aggressive tendencies..." 

Interview with Care Associate (CA) #2 on 
February 1, 2012 at 3:00 p.m. in the Executive 
Director's office revealed CA #2 had not 
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witnessed the beating of Residents and 
included ". ..don't think IVe been inserviced on 
abuse since I've been here.. .If saw resident to 
resident altercation report It stop it ...have not 
seen any of that since I've been here..." 
Continued interview revealed CA #2. had never . 
seen Resident #2 hit anyone and CA #2 stated 
"...confused most all the time...DecembBr24 1 
201 1...fn bed asleep about 7:30-8:00 p.m. Back 
again...probabl/ 9:45 (p.m.). Got to...room. Chair 
against (thejdoor, (the) door was cracked. 
(Resident #2) was standing there. I asked what 
are you doing. I reached and moved (the) chair 
(Resident #2) standing there all bloody on the 
shirt, all over (resident's) face...on pants. Little bit 
of blood on doorway of (Resident #14's) room. 
(Resident #2) was covered with blood. I ran and 
got nurse (Medication Supervisor #2) (saw blood 
on doorway after got nurse). We sat (resident) in 
chair.-bleeding from jaw, gobs out of nose, 
coming from mouth, blood from right ear. Majority 
(injuries) on right side. (Resident #14) was laying 
In the bed, didn't see any blood on (Resident 
#14). (Resident #14) was awake. Another 
caregiver (Medication Technician -MT#3) came 
and noticed a stick beside (Resident #14's) bed. 
He asked (Resident #14) did you hit (Resident 
#2) with this cane. (Resident #14) said no 
(Resident #2) broke It and I took It from (Resident 
#2) ...{MT #3) asked, Where's the other half of 
the cane?' and (Resident #14)' said it was on the 
other side of the bed. There was blood on the end 
of the cane where you hold it. Didn't see any 
blood on end that was broken off but 1 didn't 
examine It. I took the cane and held it. I laid it on 
the med-(medication) cart, both pieces. There 
was wood chips on the floor in (Resident #14"s) 
room... (Resident #2) had pajama pants on with 
white tee-shirt. Gobs of blood on white tee-shirt. 
(!) saw no blood on (Resident #14's) bed. 911 
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was called. The ambulance came. They asked 
(Resident #14) "what happened to this man. 
What did you do to.„(Resident #2) and (Resident 
#1.4) said l didn't do anything. (Resident #2) dld-it 
to...self. There's no way possible...dld It to...self. 
No evidence (Resident #2) had fallen ...That day 
before supper (Resident #14) said 'I wish the heil 
(Resident #2 would) quit following me ...The 
ambulance man said, 'he did not do this to ...self. 
(Resident #14} did thls...You all need to call the 
police... police called me at 1:30 a.m. after I got 
home and asked me what I saw. I don't know who 
called the police." 

Interview with MT#3 on February 1, 2012 at 4:40 
p.m. In the ED's office revealed he had not 
witnessed the beating of Resident #2 and 
Included "(Resident #2) had a history of 
wandering and removing (own) clothes..." 
Continued interview revealed, notified by care 
attendant,..(ResIdent#2) was bleeding. I noticed 
blood In (Resident #14's) room. One piece of the 
cane was under the bed and other piece was 
visible between the bed and dresser,..biood on 
entrance of (Resident #14's) room and from 
where cans was at. (Resident #2) was in living 
room in wheelchair. Blood from entrance to 
(Resident #14's) room and drops to where cane 
was broke off...after finding cane we made a 
report. I called the ambulance...(Resident #2) had 
helmet on when I saw...left ear mouth and nose 
bloody. Nose punctured had blood coming from 
it... Ambulance arrived, asked (Resident #14) 
■Dude...what happened' ...That day (Resident #2) 
was following (Resident #14) and (Resident #14) 
said quit following me..." 

Telephone Interview with Medication Supervisor 
#2 on Februaiy 2, 2012 af 1:65 p.m. revealed she 
had not witnessed the beating of Resident #2, the 
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resident was forgetful and she stated "...needed 
almost total care...no anger issues just little 
annoying person. (The) type person to be in your 
way,..I went to room...was standing there with 
care attendant.. had blood on... face...said, 'Ha 
was trying to kill me and I charted that in the 
notes.. .1 called Hie ambulance...There was no 
nurse there...The police came. I did not call the 
police. They had conversation with me about why 
1 didn't call them. I didn't see It aa a crime. The 
policeman told ma nose had been broke and 
considered as assault... In room (Resident #14) 
(was) In bed calm, cool, collected. I did see drops 
of blood on (Resident #14's) floor. (MT #3) 
brought it to my attention...(Resident#14) could 
converse in full sentences. (Resident #2) 
communicated in very simple terms..," 

Interview with the Resident Services Director 
(RSD) on February 2, 2012 at 2:35 p.m. In the 
Executive Director's office revealed the RSD was 
unable to identify the sitter assigned to Resident 
#2 on December 24, 2012. 

Telephone interview with themanager of a facility 
contracted sitter service on February 2, 2012. at 
2:38 p.m. revealed a sitter employed by the 
service was assigned to Resident #2 on the 
evening of December 24, 2011 until 
approximately 9:00 p.m. ■ 

interview with the Resident Services Director 
(RSD) on February 7, 2012-at 10:34 a.m. 
revealed the RSD had not interviewed any 
residents regarding the Injuries to Residents on 
December 24, 2011. 

Telephone Interview with Police Detective #1 on 
February 7, 2012 at 10:55 a.m. revealed "They 
did not call the police. I can tell you that. They 
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walk Into the room. They didn't mention the cane 
until days later.. .got (anonymous) Crime 
Stopper's Up regarding the cane...(Hospltal #1) 
called the police. Police respond go to facility. 
Scene had been cleaned up. They didn't tell the 
officer they had the murder weapon...dld autopsy. 
Complications (of) blunt force trauma's cause of 
death..." 

Interview with the Executive Director on February 
7, 2012 at 8:50 a.m. in the marketing office 
revealed she did not know who called the police 
and she stated "...Once residents were out of . 
building would have expected staff to call the 
po!lce...think 1 got to work the 27th. I went to the 
room. I asked if we had cleaned the room. There 
was no mess.,.i didn't see blood. Housekeeping 
had not been in. I know they did not clean...l did 
get statement from (Care Associate #2) on the 
27th , it was verbal and I wrote it ...(CA #2) did 
not sign it..did not Interview any residents. Didn't 
know any residents were aware until the day 
before the newspaper release...! learned about 
(Resident #15) the day the paper came out 
(Resident #15 had been to room and saw 
Resident #2 before the resident was transported 
to the hospital according to the newspaper story 
referred to by the ED)..." Continued Interview 
confirmed the facility failed to notify the police and 
fully investigate an alleged assault according to 
file facility's abuse policy. 

Interview with the ED on February 7, 2012 at ■ 
10:50 a.m. In the marketing office revealed the 
facility's sitter policy required a sitter to sign in at 
the front desk on arrival and sign out on 
departure. Continued interview revealed the sitter 
for Resident #2 on December 24, 201 1 had not 
signed in and/or out as required by facility policy. 
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Continued From page 16 

Interview with the ED on February 8, 2012 at 9:50 
a.m. in Resident #2's former room revealed the 
ED spoke to Medication Supervisor #2 after the 
resident was beaten on December 24, 201 1 and 
she stated, "...had put cane in plastic bag and 
took it to the med (medication) room..." 

Interview with the Senior Vice President of 
Resident Services on February 10, 2012 at 2:20 
p.m. revealed the facility had felled to notify Adult 
Protective Services of the alleged assault, and 
confirmed the facility had failed to Implement the 
facility's abuse policy. 

C/O: #29126 

1200-08-25-.06 (5)(c)1. Administration 
(5) Infection Control 

(c) An ACLF and its employees shall adopt and 
utilize standard precautions in accordance with 
guidelines established by the Centers for Disease 
Control and Prevention (CDC) for preventing 
transmission of infections, HIV, and 
communicable diseases, including adherence to 
a hand hygiene program which shall include: 

1 . Use of alcohol-based hand rubs or use of 
non-antimicrobial or antimicrobial soap and water 
before and after each resident contact if hands 
are not visibly soiled; 



This Rule is not met as evidenced by; 
Based on review of facility policy, review of 
Centers for Disease Control and Prevention 
(CDC), observation and interview, the facility 
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Corrective action for residents 
affected: 

The facility will use gloves and 
follow hand hygiene for residents 
#17 and IS. Medication 
Technician #1 will use proper hand 
hygiene. 

Other Residents that could 
potentially be affected: 

Hand sanitizers were mounted on 
the walls throughout the facility 
on February 17, 2012 to ensure 
proper hygiene for residents, staff 
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Continued From page 17 

failed to use gloves and adhere to a hand hygiene 
program for two residents (#17, #18) of twenty 
residents reviewed. 

The findings Included: 

Review of facility policy titled "Employee Hand 
Washing" dated August 1, 2011 revealed 
"...Policy: Employees must wash hands under the 
following circumstances:. ..After blowing nose, 
coughing, orsneezing-Beforeand after 
preparing or serving meals, drinks...Before and 
after having direct contact with residents... After 
removing gloves, which "should be worn as a 
standard precaution when in direct contact 
with... resident equIpment...etc...The community ■ 
(facility) should provide adequate warm running ■ 
water, soap, paper towels In hand washing areas. 
If there is no hand washing facilities or supplies 
available.. .should make available to the employee 
waterless hand washing supplies to be used 
according to the manufacturer's recommenatlons. 
The employee should wash hands with soap and 
water as soon as feasible..." . 

Observation on February 1, 2012 from 11:25 a.m. 
to 1 1 :35 a.m. revealed Medicine Technician (Med 
Tech) #1 coughed into her ungloved hands, 
touched the notebook of Medication 
Administration Records, and placed a bottle of 
medication into the medication cart. Continued . 
observation revealed Med Tech #1 placed the 
medication cart into the elevator, pressed the 
elevator button for the first floor, coughed into the 
the left ungloved hand, coughed into the right 
ungloved hand, prepared medication, poured 
water from a pitcher into a cup, and entered 
Resident #1 7*5 room without washing her hands. 
Continued observation revealed the Med Tech #1 
held the msdication cards, touched both of 
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and visitors. Housekeepers have a 
schedule for ensuring they are 
kept full. Housekeepers also have 
a schedule for ensuring soap and 
hand towels are available in 
resident apartments. 

Measures and systematic changes 
to prevent recurrence: 

The Housekeeping/Maintenance 
Director will check all soap 
dispensers and hand sanltlzer 
dispensers weekly to ensure they 
are adequately filled. 

Staff was In-serviced by the 
Executive Director and Resident 
Services Director on March 20, 21 
and 22, 2012 to Include proper 
hand hygiene according to the 
facility policy. Hand Washing signs 
are posted in the kitchen and in 
employee areas, instructing 
employees of the necessityand 
proper method of washing hands. 

The Resident Services Director will 
observe proper hand hygiene one 
time per week for six weeks and 
ongoing as needed. This will be 
recorded on a spreadsheet to 
track compliance. 
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Resident #17"s hands and assisted the resident 
to push the medication into a cup. Continued 
observation revealed Med Tech #1 returned to 
the medication cart and did not wash her hands. 

Continued observation revealed Med Tech #1 
coughed into her right ungloved hand, turned 
pages In the Medication Administration Records, 
obtained a bottle of medication and shook it, 
opened the narcotic drawer and obtained a 
medication card. Continued observation revealed 
Med Tech #1 poured water from the pitcher into a 
cup, entered the room of Resident #18, poured 
liquid medication into a cup, and assisted the 
resident to take the medication. Continued 
observation revealed Med Tech #1 returned to 
the medication cart after assisting Resident #18 
and did not wash her hands. 

Interview with Med Tech #1 on February 1, 2012 
at 1 1 :35 a.m. in the corridor next to Resident 
#18's room revealed the med tech was unaware 
of any unacceptable practice during the 
observation. Continued interview revealed the 
practice was to cough into her shirt, and Med 
Tech #1 stated "...I ran out of gloves while ago. 
Most of the time ! wash hands between patients 
and have hand sanitizer to help out..no sanitizer 
right now..." Continued interview revealed the 
med tech was aware not washing the hands 
and/or not using gloves could spread infection. 

Interview with the Quality Services Manager on 
February 10, 2012 at 1:07 p.m. in the marketing 
office confirmed the facility failed to utilize 
standard precautions including a hand hygiene 
program for Residents #17 and #18 on February 
1, 2012. 
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Corrective Action: 

The spreadsheet for tracking hand 
hygiene will be reviewed by the 
Quality Assurance Committee 
consisting of the Executive 
Director, Resident Services 
Director, Resident Services 
Coordinator, Maintenance 
Director, Dining Services Director, 
Business Office Coordinator and 
Healthy Lifestyles Director, 
monthly. 
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1200-08-25-.07 (7)(a)1. Services Provided 

(7) An ACLF shall provide personal services as 
follows: 

(a) Each ACLF shall provide each resident with 
at least the following personal services: 

1. Protective care; 



This Rule is not met as evidenced by: 
Based on medical record review, review of facility 
Investigation documentation; review of police 
investigation documentation, review of facility 
policy, review of a facility staffing schedule, 
review of an Acuity Discharge Planning report 
and interview, the facility failed to provide 
protective care for three residents (#2, #5, #20) of 
twenty residents reviewed. 

The findings included; 

Resident #2 was admitted to the facility on . 
October 12, 2010 with diagnoses including 
Dementia, Hypertension, and Depression. 

Medical record review of a Chart Note dated 
December 24, 201 1 at 10:00 p.m. revealed 
"...discovered in room by Care 
Attendant. ..bleeding from nose, ear, mouth, and 
jaw appeared to be swollen. (Resident #2) stated 
that roommate (Resident #14) was trying to kiil 
'(Resident #2} and had beat (Resident #2) up. ■ 
Cane was found that belonged to (Resident #14) 
it was bloody and broke Into (in two)...Resident 
sent to ER (emergency room)..." Medical record 
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Corrective action for residents 
affected: 

Residents number 2, 14 and 5 
have beert discharged from the 
facility. Resident #20 will be 
provided protective care according 
to the facility abuse policy by in- 
service training the staff. This was 
completed on March 20, 21, and 
22, 2012 to include verbal 
Instruction and to provide 
understanding of the different 
types of abuse. The policy has 
been posted by the time clock for 
easy access/review. Staff will be 
In-serviced on abuse upon hire, 
and annually. 

Other Residents that could 
potentially be affected; 

Executive Director and Resident 
Services Director In-serviced the 
entire staff, March 20, 21 and 22, 
2012 on responding appropriately 
in a crisis situation. This was 
accomplished through verbal 
instruction and examples of 
situations that would be 
determined as a crisis situation. 
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review of an undated, untimed Chart Note 
revealed, "(Resident #14) was questioned by 
(Medication Supervisor #2)...stated that (Resident 
#14) did not hit (Resident #2), that (Resident #2) 
had hit..self." 

Medical record review of an Emergency Room 
Report (Hospital #1) dated December 24, 2011 
revealed "...the patient was at...asslsted living 
facility ...where (Resident #2) was assaulted 
by...roommate...beaten about the face with a 
cane...has dementia... actually beat..so hard that 
the cane broke.-severe trauma to.. .face... left 
auricular hematoma with small skin tear on the 
superior portion of the auricle... large abrasion 
at.. .maxilla/Inferior orbital region with a large skin 
tear and a moderate amount of swelling and 
ecchymosis (bruising)...0.5 cm (centimeter) skin 
tear over. ..nasal bridge...edematous nose with a 
deformity, clotted nasal blood bilaterally... upper 
and lower Hp edema with some 
abrasions. ..clotted blood present (In 
mouth)... Bom... hands show defensive 
wounds.. .puncture wound on the dorsum of the ■ 
right hand ...comminuted bilateral nasal bone 
fractures and a large left facial 
...hematoma... obviously in a severe amount of 
pain with multiple fractures. I do not feel like 
(Resident #2) is safe to be discharged home with 
concern for an obstructing 
of...airway...DisposItbn: (Hospital #2)..." 

Medical record review of a History and Physical 
(Hospital #2) dated December 25, 2011 revealed 
"...was attacked by...roommate and hit In the face 
several times with a cane.. .also sustained soft 
tissue damage to...right hand while tying to 
defend.. .self from the blows...bilatera! nasal 
fractures ...left periorbital hematoma with swollen 
and tender nose as well as a laceration of the 
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The Maintenance Director 
assessed all door locks on March 
29, 2012 to ensure they are in 
proper working order. 

Measures and systematic changes 
to prevent recurrence: 

Executive Director and Resident 
Services Director In-serviced the 
entire staff, March 20, 21 and 22, 
2012 on responding appropriately 
In a crisis situation. 

As per the standards, a member of 
management will see every 
resident daily. 

The Maintenance Director will do 
preventative maintenance on door 
locks monthly to ensure they are 
in proper working order. 

Staff has been in-serviced by the 
Executive Director, March 9, 2012 
on reporting any physical plant 
" issues to the Maintenance 
Director via the work order form 
and via telephone in the event of 
an emergency. If unable to reach 
the Maintenance Director, the 
staff has been instructed to follow 
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upper iip...CT (computed 
tomography)...comminuted bilateral nasal bone 
fractures... extensive paranasal left periorbital and 
left facial masticator space hematoma with 
involvement of the left messeter 
muscle... Impression: 1. Biunt faclai trauma 
secondary to assault...3, Lip laceration status 
postrepalr.,.7. Dementia,,." 

Medical record review of a Discharge Summary 
(Hospital #2) dictated December 27, 2011 
revealed "...Condition at Discharge:.„comp!etely 
alert and oriented to...se!f and not to the place 
and time, which is probably related to chronic 
dementia.. .(spouse)... notified about the plan for 
discharging. However, the patient wants to be in 
another facility and never wanted to get back to 
the previous one..." 

Review of facility Investigation documentation 
dated December24, 2011 on January 31, 2012 
revealed "...Time 10:00 p.m...Primary . 
Injury/Unusual Occurrence Possible Head injury 
Skin Breakdown Bruise Cuts/Scrapes ...Was the 
incident witnessed? No... Discovered by (Care 
Associate #2) Investigation Observations: 
Resident was found in room bleeding from ear, ■ 
mouth, jaw appeared to be swelling...stated 
that. '.roommate (Resident #14) hiL.with...cane 
...Hospitalized? Yes...Suspiclon of Abuse: No..." 
Continued review revealed the report was signed 
by Medication Supervisor #2, and not signed by 
the "General Manager." 

Review of police department Investigation 
documentation dated December 24, 2011 
revealed "...Offense Description: Aggravated 
Assault... Weapon Code: blunt object... Dispatch 
was called by an EMT (emergency medical 
technician)...that...(Resident#2) had been beaten 
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the chain of command for 
notifying the appropriate 
management staff. 

Corrective Action: 

The facility abuse policy and 
protocof for reporting, along with 
the system for physical plant/ 
maintenance issues that need 
immediate attention will be 
reviewed by the Quality Assurance 
Committee consisting of the 
Executive Director, Resident 
Services Director, Resident 
Services Coordinator, 
Maintenance Director, Dining 
Services Director, Business Office 
Coordinator and Healthy Lifestyles 
Director, monthly. . 
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up by...roornmate ...went out to (facility)... spoke 
with personnel... (Care Associate #2) was the 
"caretaker who found (Resident #2)..." 

Review of the facility's Abuse Policy dated August 
1 , 201 1 revealed " ...The purpose of this policy is 
to: Ensure the resident's right to a safe and 
secure environment... Definitions of Abuse:... Any 
action, deliberate or negligent that results In 
bodily harm...may Include... assault.." 

Review of the staffing schedule and interview with 
the Resident Care Coordinator (RSD) on 
February 1, 2012 at 1:48 p.m. in the Executive 
Director's office revealed Medication Supervisor 
#2, Care Associate (CA)#2, CA#5 and Medical 
Technician #3 were scheduled to work tie 
evening shift on December 24, 201 1 . 

Interview with CA #2 on February 9, 2012 at 
11:25 a.m. In the marketing office revealed her 
assignment on the evening Resident #2 was 
beaten Included seven totally dependent 
residents. Continued interview revealed three 
caregivers staffed the facility on December 24, 
2011 after CA #5 went off duty at 8:00 p.m. 

interview with the Executive Director (ED) on 
January 31 , 2012 at 9:00 a.m. In the ED's office 
revealed no knowledge of an allegation of 
resident abuse or resldent-to-resident altercation 
In the past three months. 

Interview with the Chief Operating Officer (COO) 
on January 31, 2012 at 9:00 a.m. in the ED's 
office revealed no knowledge of an allegation of 
resident abuse or resident-to-resident altercation 
in the past three months. 

Interview with the Quality Services Manager on 
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January 31, 2012 at 10:47 am. in the ED's office 
revealed the resident's family had requested a 
change of roommates for the resident 
(unspecified date) and she stated "It was obvious 
(Resident #14) had beaten (Resident #2), As 
soon as the company assumed ownership 
(August 1 , 201 1) we had assessed everyone... 
(Resident #2) was on list to move out." 

interview with CA#2 on February 1, 2012 at 3:00 
p.m. in the Executive Director's office revealed 
CA#2 had not witnessed the beating of Resident 
#2, and included "...don't think I've been 
inservtced on abuse since I've been here...if saw 
resident to resident altercation report it stop it 
...have not seen any of that since I've been 
here..." Continued interview revealed the resident 
was confused, and CA #2 stated, "...confused 
most all the time... December 24, 201 1 ...in bed 
asleep about 7:30-8:00 p.m. Back 
again...probably 9:45 (p.m.). Got to.. .room. Chair 
against (the)door, (the) door was cracked. 
(Resident #2) was standing there. I asked what 
are you doing. I reached and moved (the) chair 
(Resident #2) standing there ali bloody on the 
shirt, ail over (resident's) face...on pants. Little bit 
of blood on doorway of (Resident #14's) room. - 
(Resident #2) was covered with blood. I ran and 
got nurse (Medication Supervisor #2) (saw blood 
on doorway after got nurse). We sat (residentj'in 
chair... bleeding from jaw, gobs out of nose, 
coming from mouth, blood from right ear. Majority 
(injuries) on right side. (Resident #14) was laying 
in the bed, didn't see any blood on (Resident 
#14). (Resident #14) was awake. Another 
caregiver (Medication Technician -MT#3) came 
and noticed a stick beside (Resident #14's) bed. 
He asked (Resident #14) did you hit (Resident 
#2) with this cane. (Resident #14) said no 
(Resident #2) broke it and I took it from (Resident 
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#2) ...(MT #3) asked, 'Where's the other half of 
tha cane?' and (Resident #14) said it was on the 
other side of the bed; There was blood on the end 
of ttie cane where you hold it. Didn't see any 
blood on end that was broken off but I didn't 
examine It I took the cane and held it. I laid It on 
the med (medication) cart, both pieces. There ■ 
was wood chips on the floor in (Resident #14's) 
room... (Resident #2) had pajama pants on with 
white tee-shirt, Gobs of blood on white tee-shirt 
(I) saw no blood on (Resident #14's) bed. 911 
was called. The ambulance came. They asked 
(Resident #14) "what happened to this man. 
What'dtd you do to...(Resldent#2) and (Resident 
#14) said i didnt do anything. (Resident #2) did it 
toi.-self. There's no way pDsslble...dld it to...se!f. 
No evidence (Resident #2) had fallen ...That day 
before supper (Resident #14) said 'I wish the hell 
(Resident #2 would) quit following me..." 

interview with MT #3 on February 1, 2012 at 4:40 
p.m. in the ED's office revealed he had not 
witnessed the beating of Resident #2 and 
Included "(Resident #2) had a history of 
wandering and removing (own) clothes...That day 
(Resident #2) was following (Resident #2) and 
(Resident #14) said quit following me..." 

Telephone interview with Medication Supervisor 
#2 on February 2, 2012 at 1:55 p.m. revealed she 
had not witnessed the beating of Resident #2, 
Resident #2 was forgetful and she stated 
" needed.almost total care.. .no anger issues just 
little annoying person. (The) type person to be in 
your way...! went to room.-.was standing there 
with care attendant. had blood on... face...sald, 
'He was trying to kill me and f charted that in the 
notes... I called the ambulance...There was no 
nurse there...The police came. I did not call the 
police. They had conversation with me about why 
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I didn't call them. I didn't see it as a crime. The 
policeman told me nose had been broke and 
considered as assault. .In room (Resident #14) 
(was) in bed calm, cool, collected, i did see drops 
of blood on (Resident #14's) floor. (MT #3) 
brought it to my attentlon...(Restdent#14) could 
converso in full sentences. (Resident #2) 
communicated in very simple terms..." 

Telephone Interview with the manager of a sitter 
service on February 2, 2012 at 2:35 p.m. 
revealed a sitter employed by the service was 
assigned to Resident #2 on the evening of 
December 24, 201 1 until approximately 9:00 p.m. 

Interview with the Executive Director (ED) on 
February 2, 2012 at 2:48 p.m. revealed the facility 
failed to obtain abuse registry or background 
information for the residents sitter. 

Telephone interview with Police Detective #1 on 
February 7, 2012 at 10:55 a.m. revealed "They 
did not call the police. I can tell you that. They 
walk into the room. They didn't mention the cane 
until days later.. .got (anonymous) Crime 
Stopper's tip regarding the cane... (Hospital #1) 
called the police...They didn't tell the officer they 
had the murder weapon...did autopsy. 
Complications (of) blunt force trauma's cause of 
(Resident #2's) death..." 

Interview with the Executive Director on February 
7, 2012 at 8:50 a.m. in the marketing office' 
revealed she did not know who called the poiicB 
and she stated, "...Once residents were out of 
building would have expected staff to call the 
police...did not interview any residents..." 

Interview with the ED on February 7, 2012 at 
10:50 a.m. in the marketing office revealed the 
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sitter for Resident #2 on December 24, 201 1 had 
not signed in on the sign-in sheet as required by ■ 
facility policy. 

Review of the staffing schedule and interview with 
the Resident Care Coordinator (RSD) on 
February 1, 2012 at 1:48 p.m. In the Executive 
Director's office revealed Medication Supervisor 
#2, Care Associate #2, Care Associate #5, and 
Medical Technician #3 were scheduled to work 
the evening shift on December 24, 201 1 . 

interview with CA #2 on February 9, 2012 at 
1 1:25 a,m. in the marketing office revealed her 
assignment on the evening Resident #2 was 
beaten Included seven totally dependent 
residents. Continued -Interview revealed three 
caregivers staffed the facility on December 24, 
201 1 after Care Associate #5 went off duty at 
8:00 p.m. 

interview with the facility's Quality Services 
Manager <QSM) on January 31, 2012 at 10:47 
a.m. in the Executive Director's office revealed 
the resident's family had requested a change of 
roommates for the resident and confirmed the 
facility had failed to provide protective care for 
Residents on December 24, 2011. The QSM 
stated "...It was obvious (Resident#14) had 
beaten (Resident #2)..." 

Resident #5 was admitted to the facility on 
September 1 1 , 2009 with diagnoses including 
Pick's Disease. 

Review of an Acuity Discharge Planning report 
dated December 9, 201 1 revealed, "...total 
care..." 
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Medical record review of a Chart Note dated 
September 7, 2011 revealed "...was found on 
floor... hit... head...no redness or bruising..." 
Medical record review of Chart Notes dated 
December 1 1 , 201 1 , revealed, "Took to room . 
after lunch and resident slid out of chair and was 
on floor...gash on left side of head...to 
hospital... returned, spoke with Dr. (doctor) stated 
he put staples in...head..." 

Medical record review of an Emergency Provider 
Report dated December 11, 2011 revealed "...fell 
outofwheelchair...1.5 cm (centimeter) lac 
(laceration). ..non-ambulatory at 
baseline... non-communicative at 
baseline... stapled..." 

Observation on February 8, 2012 at 8:58 a.m. 
revealed Medical Technician (MT) #2 assisted 
the resident to and held the resident in an upright 
sitting position. The facility's Quality Services 
Manager (Licensed Practical Nurse) administered 
medication to the resident Continued observation 
revealed MT #2 physically lifted the resident and 
placed the resident onto the bed. 

Review of an Acuity Discharge Planning Report 
dated December 9, 201 1 revealed, "...total 
care..." 

Interview with the ED on February 1, 2012 at 2:10 
p.m, revealed the facility determined on 
December 9, 201 1 the resident's needs could not 
be met in the facility. Continued interview 
confirmed the facility failed to provide protective 
care for Resident #5 on December 1 1 , 201 1 . 
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Resident #20 was admitted to the facility on 
February 1, 201 1 with diagnoses including 
Chronic Obstructive Pulmonary Disease and 
Pacemaker. 

Review of facility investigation documentation 
dated December 27, 201 1 which was signed, 
dated and provided by the Executive Director 
(ED) on February 10, 2012 revealed the ED was 
the first person notified,, the resident's physician 
was not notified and Included " ...I heard 
someone banging on a door. I came upon 
(resident) trapped in (resident's) room due to a 
lock malfunction. I broke the lock off and opened 
(resident's) door. (Resident) stated... had been 
trapped for 15 hours and two people came to 
(resident's) door and left to get help and never 
returned." 

Review of facility Investigation documentation 
dated December 27, 201 1 and initialed by the ED 
revealed " ...oriented to time and place Incident of 
(resident) door being locked for full shift.. 
(Medical Technician #3) states (resident) was 
locked In. ..room and I reported It to (Med Tech 
#5).i.(Med Tech #5) states...door was 
locked...she tried to open the door but was 
unable to get It open...tlme line shows: ...Making 
rounds at 10:45 pm (p.m.) found...door 
locked... reported...all (staff) went upstairs to try 
and open door...(Resident)was in (resident's) 
room 14 or 15 hours..." 

Review of facility investigation documentation 
signed by Med Tech #5 and dated December 30, 
201 1 revealed "...(resident) said (resident) could 
not open.. .door this was about 12:00 midnight...! 
attempted to hefp...by rambling (ramming) the 
door with my shoulder and still could not get-the 
door open...told (resident) that I would tell . 
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(Maintenance Director) when he gets in. ..When I 
saw (Maintenance Director) it was when I was 
clocking out to go home.. .but he had already 
open (opened) the door..." Continued review 
revealed, "...I am not to let this happen again 
...this Is a Are hazard (hazard)." 

Review of facility investigation documentation 
signed by Medical Technician #3 and dated 
February 10, 2012 revealed" ...was locked 
in...room...l ...notify (notified) other employees 
who was (were) working at that time during the 
Incident. I try (tried) unlocking the door, ramlng 
(ramming) the door, and even try (tried) to pick 
.the lock..." ■ 

Interview with tie Maintenance Director on 
February 9, 2012 at 3:35 p.m. in the marketing 
office revealed on December 27, 201 1 at 8:30 
a.m. the Maintenance Director was upstairs 
changing a light bulb and he stated, "...I heard 
beating on a door...lock was altered in some way. 
(Resident) said (resident) had bent lever down 
and door wouldn't open...(resident)said...ln there 
ail night...told me people had come while door 
was not working properly and had said they would 
come back and never did...! toid (ED) that 
morning...! broke the bck off to gain access to 
the room and repaired (lock) that morning." 

Observation and interview with the resident on 
February 9, 201 1 at 3:47 p.rrn In the front entry 
lounge revealed the resident seated in a.chair, a 
wheelchair was beside the resident, and the 
resident had lived at the facility for approximately 
three to four months. Continued interview 
revealed the resident used the wheelchair as a 
walker and the resident stated, " ...was locked 
inside. Gotta think. I was actually locked inside...! 
couldn't get out I went to the door and It wouldn't 
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open.,.didn't use the call lighL Someone told me it 
didn't work...locked In the biggest part of the 
day.. .during night Into early morning.. .I just felt 
trapped. I knocked on the door trying to get 
attention..." 

Interview with the ED and the Vice President of 
Resident Services on February 10, 2012 at 10:30 
a.m. in the marketing office revealed the facility 
had investigated and substantiated that resident 
was locked in the resident's room on December 
27, 201 1 . Continued interview confirmed the 
facility failed to provide protective care to 
Resident #20 on December 27, 201 1 . 

C/O: #29126, #28393 

12O0-08-25-.07 (7)(a)2. Services Provided 

(7) An ACLF shall provide personal services as 
follows: 

(a) Each ACLF shall provide each resident with 
"at least the following personal services: 

2. Safety when in the ACLF; 



This Rule is not met as evidenced by: 
Based on medical record review, review of a 
facility Acuity discharge Planning Report, review 
of a police report, review of facility staffing 
schedules, review of a Job Description, review of 
a iist of facility employees, and interview, the 
facility tailed to provide personal safety for one 
resident (#2) of twenty residents reviewed and 
failed to safely administer medications to two 
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Corrective action for residents 
affected: ■ 

Resident #2 was discharged from 
the facility on December 24, 2011. 
Medications will be safely 
administered by licensed nurses to 
residents #19, 35, 41 and 42. 
Residents number 5,30,31,34 and . 
36 have been discharged from the 
facility. 
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residents (#5, #1 9) of twenty residents reviewed 
and eight residents identified by the facility (#5, 
#30, #31, #34, #35, #36, #41, #42) of forty-two 
sampled residents on three of three shifts. 

The findings included: 

Resident #2 was admitted to the facility on June 
30, 2011 with diagnoses including Dementia. 

Review of an "Acuity Discharge Planning" report 
dated December 9, 2011 revealed the resident 
required care necessary in a secured unit (facility 
not licensed for secured unit). . 

Medical record review of a Chart Note dated 
December 24, 2011 at 10:00 p.m. revealed, 
"...discovered in room by care 
attendant.. bleeding from nose, ear, mouth, and 
)aw appeared to be swe!ling...had beat (resident) 
with cane..." 

Review of a police report dated December 24, 
2011 revealed, "...Victim (Resident 
#2)...aggravated assault... blunt object..." 

Review of the staffing schedule and Interview with 
the Resident' Services Director (RSD) on 
February 1 , 2012 at 1:48 p.m. in the Executive 
Director's (ED) office revealed Medication 
Supervisor #2, Care Associate (CA) #2, CA#5 
and Medical Technician #3 were scheduled to 
work the evening shift on December 24, 2011. 

Interviewwith CA) #2 on February 1, 2012 at 3:00 
p.m. In the ED's office revealed CA #2 observed 
Res!dent#2 asleep between 7:30 p.m. and 8:00 
p.m. Continued interview revealed CA #2 
returned to Resident #2's room at approximately 
9:45 p.m. and CA#2 stated, "...was covered with 
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Other Residents that could 
potentially be affected: 

Per Elmcroft policy, residents will 
be given medication, if assistance 
is needed, by licensed personnel 
to ensure personal safety. It Is the 
practice and policy of Elmcroft 
that ail medication be prepared ■ 
and administered by the same 
licensed nurse. 

Measures and systema tic changes 
to prevent recurrence: 

The Executive Director and 
Resident Services Director in- 
serviced staff on medication 
administration, March 20, 21 and 
■ 22, 2012 to ensure instruction was 
given that only licensed personnel 
may administer medications to 
residents. Additional licensed 
nurses were' hired covering first 
and second shifts, to administer 
medication to the residents who 
require assistance. 

During times when licensed nurses 
are not at the facility, there will be 
on call nurses to cover. The 
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blood.. .bleeding from jaw, gobs out of nose, 
coming from mouth (and) blood from right ear..." 

Telephone Interview with Medication Supervisor 
#2 on February 2, 2012 at 1:55 p.m. revealed the 
resident was forgetful and she stated "...needed 
almost total care...typically 2 7 3 caregivers and 
me..." 

Interview with CA#2 on February 9, 2012 at 
1.1:25 a.m. In the marketing office revealed her 
assignment on the evening of December 24, 
201 1 included seven totally dependent residents. 
Continued interview revealed three caregivers- 
staffed the facility after 8:00 p.m., (12-24-12) after 
CA #5 went off duty at 8:00 p.m. 

Telephone interview with Police Detective #2 on 
February 7, 2012 at 10:05 a.m. revealed Resident 
#2 had expired, an autopsy had been performed 
and complications of blunt force trauma was the 
cause of death. 

Review of an Acuity Discharge Planning Report 
dated December 9, 201 1 provided by the ED on 
February 7, 2012, revealed the facility determined 
twenty-six residents Including Residents #2 and 
#5 required "Immediate Move-out" Continued 
review revealed the following: 

Resident #2: needs secure unit 

Resident #5: Hospice; Total Care 

Resident #6: Total Care 

Resident #7: 104 years old; hospice; total care 

Resident #8: Non-ambulatory; total care 

Resident #9: Wound on heel 
Resident #24: Total Care 
Resident #25: Non-ambulatory 
Resident #26: Non-amb (non ambulatory), two 
person transfer - Hospice 
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licensed nurse scheduled to be on 
call will be responsible for clinical 
coverage. The on call schedule is 
completed by the Resident Service 

Director monthly. The licensed 
personnel will be assigned as a 
charge nurse during the shift they 
are covering to be held 
accountable for staff supervision. 

The Resident Services Director or 
Pharmacy Consultant will 
supervise the licensed nurses and 
will monitor for compliance by 
observing medication passes and 
evaluating performance. This will 
be done one time per quarter for 
two quarters, and annually going 
forward, documented on a 
spreadsheet to be reported to the 
Quality Service Manager for 
review. 

The Executive Director and 
Resident Services Director have 
been in-serviced on the proper 
completion of an abuse 
' Investigation including notifying 
the appropriate authorities by the 
Quality Services Director, March 
19, 2012. 
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Resident #27: 
Resident #28: 
Resident #29: 
Resident #30: 
Resident #31: 
Resident #32: 
Resident #33: 
Resident #34: 
Resident #37: 
Resident #38: 
Resident #39: 



Needs secure unit 
Total Care- 
Total Care- 
Two person tranfer 
Confused; non-ambulatory 
Total Care 
Blind; Total Care 
Wanders; needs secure unit 
Total Care 
Confused; total care 
Non-ambuiatory 



Review of a letter from the facility and dated 
January 1 8, 2012 revealed, "...Notice of 
Discharge and Transfer.. . (Resident #39)...has . 
needs that cannot be safely and effectively met in 
the Community (assisted living facility)..." 

Review of letters from the facility and dated 
January 1 9, 2012 revealed, "...Notice of 
Discharge and Transfer... (Residents #8, # 24, 
#25, #26, #27, #28, #29, #30}...has needs that ' 
cannot be safely and effectively met in the 
Community..." 

Review of letters from the facility and dated 
January 20, 2012 revealed "...Notice of Discharge 
and Transfer...(Residents #34, #40)...NotIce of 
Discharge and Transfer.. .has needs that cannot 
be safely and effectively met in the Community..." 

Review of ths facility's current census dated 
January 30, 2011 revealed eighteen of the 
residents Identified by the facility in the report 
dated December 9, 201 1 remained in the facility. 

Interview with the Chief Operating Officer on 
January 31, 2012 at 9:00 a.rn. In the ED's office 
revealBd the facility had twenty-two current 
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Executive Director and Resident 
Services Director In-serviced the 
entire staff March 20, 21 and 22, 
2012 on incident reporting, the 
completion of the incident report 
and chain of command, thorough 
Investigation of alleged abuse, 
including those incidents which 
require notification to the TN 
Department q.f,Health, Aduit 
Protective Services and other 
authorities Including the police if 
necessary. 

Residents # 2, 5, 6, 7, 8, 9, 24, 25, 
26, 27, 28, 29, 30, 31, 32, 33, 34, 
37, 38 and 39 have been 
discharged from the facility. 

Per the Elmcroft policy, residents 
wili be provided sufficient staff to 
meet their needs. As stated in the 
regulations, 1200-08-25-.12 under 
Resident Records, page 32 number 
4; An ACLF shall complete a 
written assessment of the resident 
to be conducted by a direct care 
staff member within a time-period 
determined by the ACLF, but no 
later than seventy two (72) hours 
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residents for whom the facility was unable to 

provide the required care and confirmed the 

aclllfy had insufficient staff to meet the needs of 

he residents. 



Review of a list of employees dated February 2, 
2012 and provided by the Executive Director on 
February 2, 2012 revealed six employees were 
designated as Medication Technicians. 

Review of a Job Description dated January 1 , 
2004 revealed, "Position Title: Certified Nursing 
Assistant (CNA)/Resident Assistant/Medication. 
Technician/Personal Care Aide -Position 
Summary Provides personal care for Residents 
under direction of nursing staff ...No medication 
errors on any medication administered or 
supervised ...Supervisory Responsibilities This 
job has no direct supervisory responsib tities. 
Essential Duties ...The requirements listed below 
are representative of the knowledge, skill, and or 
ability required ...Verifies identity of Resident 
receiving medication, checks the MAR 
(medication administration record) to assure 
correct medication Is being given, and records 
time of administration ...administers med cation to 
assure all medication is being taken as directed 

Observes Resident to detect response to 
specified types of medications ...Qualifications 
Education: High School or GED preferred 
...Medication Technician certification where 
required." 

Telephone Interview with Medication Supervisor 
#2 on February 2, 2012 at 1:55 p.m. revealed ... 
pass out meds (medications) and manage staff 
on my shift..." 
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after admission; however in all 
reasonable opportunities a 
licensed nurse conducts the 
assessment per our policy, it Is 
nofacceptable practice for a 
Community Relations Director to 
conduct an assessment. A licensed 
nurse does an assessment per our 
poilcy prior to move In, after 30 
days, every 6 months or upon a 
change of condition or return from 
an alternative setting such as, 
hospital, rehab/skllled care or 
home dependent upon the 
residents needs as determined by 
the level of care assessment. 
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Telephone interview with Medication Supervisor 
#1 on February 7, 2012 at approximately 9:45 
am. revealed " ...pass Lortabs, Amblen, pretty 
much regular narcotics..." 

Interview with Medication Technician (MT) #1 on 
February 7, 2012 at 1:45 p.m. in the first floor 
medication room revealed WIT #1 worked first 
shift and MT #1 stated "I dotfngersticks, give eye 
drops, ear drops, inhalers..." 

interview with MT #4 on February 7, 2012 at 3:38 
pm. in the first floor corridor revealed ...no 
difference in a med tech and med tech supervisor 

I do eye drops for (Resident #41 , #42, #30, 
#19)..." 

Interview with MT #2 on Februafy 7, 2012 at 2:10 
p.m. in the first floor medication room revealed 
the medications he administered to Resident #18 
on February 7, 2012 included Hydrocodone and 
Metformin (medication that effects blood sugar 
levels). Continued interview revealed he did not 
know what Metformin was, and he stated^ ...t 
don't know what side effects to watch for. 
Continued interview revealed he monitored for 
dizziness/faintness after administration of 
Warfarin (medication that effects the ability of . 
blood to clot) and he stated - ...If '. noti ^^, v f! se 
side effects) i report to my supervisor (MT #1). 
Further interview revealed "I give eye drops to 
(Resident #19)..." 

Intervlewwith MT #1 on February 10, 2012, at 
9-20 am. in the first floor corridor revealed she 
had administered insulin injections to sampled 
Resident#35 and she stated "...most recently a . 
couple of months ago. ..but I have given 
injections. Know I'm not supposed to. 
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On March 8, 2012, aii existing 
residents were assessed by 
licensed 'nurse per the policy to 
ensure their appropriateness for 
Assisted Living. 

rnrrprtlve Action: 

Medication pass tracking and the 
facility abuse policy and protocol 
for reporting and the level of care 
assessment which is completed 
prior to move lh, after 30 days, 
every 6 months or upon a change 
of condition or return from an 
alternative setting such as, 
hospital, rehab/skilled care or 
home, and labor hours will be 
reviewed by the Quality Assurance 
Committee consisting of the 
Executive Director, Resident 
Services Director, Resident 
Services Coordinator, 
Maintenance Director, Dining 
Services Director, Business Office 
Coordinator and Healthy Lifestyles 
Director, monthly. 
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interview with Care Associate (CA) #4 on 
February 10, 2012 at 10:00 a.m. In the first floor 
corridor revealed she had witnessed Medical 
Technicians administer medications Into 
residents' mouths, inject insulin. Continued 
interview revealed CA#4 was unable to Identify a 
specific medical technician she had witnessed 
administer insulin injections. She stated "...You • 
mean in their stomachs...A lot of them give insulin 
shots." 

Interview with MT #2 on February 10, 2012 at 
1 1 ;25 a.m. in the first floor medication room 
revealed he had administered insulin to two 
residents discharged .from the facility (Residents 
#36, #31). MT #2 stated"...! have poured meds 
(pills) into residents' mouths (Residents #42, 
#34), nobody else, not aware (I am) not supposed 
fo...(former ED) who told me (I) did not need - 
certification to pass meds ...new company said a 
nurse was supposed to be passing meds..-" 

A request for certification of the facility's Medical 
Technicians was made to the Executive Director 
on February 8, 2012 at 9:1 3 a.m. interview with 
the Executive Director on February 8, 2012 at 
9:13 a.m. in the marketing office confirmed the 
facility failed to administer medications by 
qualified staff. The ED stated 'They are not 
(certified). They're to be certified to my 
understanding. Do you have a program.. .If I have 
a Med Tech on thB cart (medication) they're not 
to be doing patient care. If a nurse Is on the cart 
the med tech can do patient care after that med 
pass. That's the way I staff in this building." , 

Observation and interview with MT #2 on 
February 8, 2012 between 8:40 a.m. and 9:00 
a.m., revealed the following: MT#2had 
medication for sampled Resident #5 in a 
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medication cup. Medical record review of the 
Medication Administration Record revealed MT 
#2 had initialed as administered the following 
medicate Effexor XR, Depakote Springs _125 1 
milligrams (mg), Haldol 0.5 mg., and Keppra 500 
mg. (The contents of Depakote and Effexor 
capsules were emptied Into the medication cup.) 
MT #2 walked approximately fifty feet toward the 
resident's room and stated "Wait a minute. 
Continued Interview revealed MT #2 did not know 
what Effexor ER, Depakote Sprinkles, or Keppra 
were. At 8:50 am, the facility's Quality Services 
Manager (QSM) arrived at the medication cart 
and MT #2 walked away. At appropriately 8.56 
a m., MT#2 returned and stated "1 got (the 
QSM-a Licensed Practical Nurse) cause not 
supposed to crush meds and (Resident #5) 
refuses a lot and (QSM) will have to Blw ftejn. 
At approximately 8:59 am, WIT #2 assisted the 
resident to an upright sitting position and the 
QSM administered the medication. Continued 
observation revealed the QSM did not initial the 
administration of the resident's medication. 

Interviewwith the facility's Quality Assurance , 
Manager (QSM) on February 9, 2012 at 9.48 a.m. 
Ke marketing office revealed it was no safe £ 
administer medications another person prepared 
and confirmed the QSM administered ■ 
medications she had not prepared to sampled 
Resident #5 on February 8, 2012. 

C/0#:28393, #29126 
D 716 1200-08-25-.07 (7)(a)4. Services Provided 

(7) An ACLF shall provide personal services as 
follows: 

(a) Each ACLF shall provide each resident with_ 
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at least the following personal services: 

4. The ability and readiness to intervene If 
crises arise; 



This Rule Is not met as evidenced by: 
Based on medical record review, review of a 
police report, review of facility staffing schedules, 
review of facility investigation documentation, 
observation, and interview, the facility failed to 
appropriately respond for one resident (#2) 
following a physical assault tailed to timely 
intervene for one resident (#20) locked Inside a 
room; facility failed to provide sufficient staff to 
meet the needs for iwo residents {#2, #5) 
reviewed of twenty residents reviewed. 

The findings Included: 

Resident #2 was admitted to the-facility on June 
30, 2011 with diagnoses including Dementia. 

Review of an "Acuity Discharge Planning" report 
dated December 9, 201 1 reveaied the resident 
required care necessary in a secured unit (facility 
not licensed for secured unit). 

Medical record review of a Chart Note dated 
December 24, 201 1 at 1 0:00 p.m. revealed, . 
"...discovered in room by care 
attendant-bleeding from nose, ear, mouth, and 
jaw appeared to be swelling.-.had beat (resident) 
with cane... n 

Review of a police report dated December 24, 
201 1, revealed, "...Victim (Resident 
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Corrective action for residents 
affected: 

The facility will appropriately 
intervene with ability and 
readiness in the event of a crisis. 
Resident #2 is no longer at this 
facility. He was discharged on 12- 
24-2011 to the hospital. 

Resident ffl4 is no longer at this 
facility. He was discharged on 12- 
24-2011 to a Behavioral Health 
Facility. 

Resident #5 is no longer at this 
facility. She was discharged on 2- 
14-2012 to a Nursing Home. 

Resident #20 will have protection 
provided as stated in the 
individualize service plan as well 
as following the standards, which 
state that a member of 
management will see every 
resident daily. 
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#2)... aggravated assault... blunt object..." 

Review of the staffing schedule and interview with 
the Resident Services Director (RSD) on 
February 1, 2012 at 1:48 p.m. in the Executive 
Director's (ED) office revealed Medication 
Supervisor #2, Care Associate (CA)#2, CA#5 
and Medical Technician #3 were scheduled to 
work the evening shift on December 24, 201 1 . 

Interview with CA) #2 on February. 1, 2012 at 3:00 
p m. in the ED's office revealed CA#2 observed 
Resident #2 asleep between 7:30 p.m. and 8:00 
p.m. Continued interview revealed CA#2 
returned to Resident #2's room at approximately 
9-45 p.m." and CA #2 stated, "...was covered with 
blood.-bleeding from jaw, gobs out of nose, 
coming from mouth (and) blood from right ear... 

Telephone interview with Medication Supervisor 
#2 on February 2, 2012 at 1 :55 p.m. revealed the 
resident was forgetful and she stated "...needed 
almost total care... typically 2-3 caregivers and 
me..." 

Interview with CA#2 on February 9, 2012 at 
11-25 a.m. In the marketing office revealed her 
assignment on the evening of December 24, 
201 1 included seven totally dependent residents. 
Continued interview revealed three caregivers 
staffed the facility after 8:00 p.m., (12-24-12) after 
CA #5 went off duty at 8:00 p.m. 

Telephone Interview with Police Detective i #2 ion 
February 7, 2012 at 10:05 a.m. revealed Reslden 
#2 had expired, an autopsy had been performed 
and complications of blunt force trauma was the 
cause of death. 


D716 


^h"* d^Mmin that could 
p n t anttetiy hP affected: 

Staff will be provided an 
individualized service plan by the 
supervisor each shift that will 
ensure that all the residents' 
needs are met. The initial service 
plan Is completed on the day of 
move In. Changes to the service ■ 
plan are made monthly and If 
there are changes in condition. 
This Is completed by the Resfdent 

Service Director who provides it to 
the direct care staff. ' . ,;■ 

The Resident Services Director will 

determine with 30 day 
assessments the level of 
assistance that each resident 
requires. The service plan is :~ 
checked by the licensed nurse or 
supervisor of the shift to ensure 
assignments are properly being 
carried out. This Information is 
reported to the Resident Service 
Director, • - 

Per the Elmcroft policy, residents 
will be provided sufficient staff to 
. meet their needs. As stated In the 

_ r 


' * 1 

- <J , J- 


Division ot t 
STATE FOE 


lealth Cara Faclillies 






M» 


GQB511 





FORM APPROVED 



Division of Health Care FaaHtles 



STATEMENT OF DEFICIENCIES 
AND PLAN OF CORRECTION 



(XI) PROWDER/SUPPUER/CUA 
IDENTIFICATION NUMBER: 

TNPL53766 



(X2) MULTIPLE CONSTRUCTION 

A. BUILDING 

8. WING . 



(X3) DATE SURVEY 
COMPLETED 

c 

03/01/2012 



NAME OF PROVIDER OR SUPPLIER 
ELMCROFT OF TWIN HILLS _ 



STREET ADDRESS, CITY, STATE, ZIP CODE 

94 TWIN HILLS DRIVE 
MADISON, TN 37115 



(X4)ID 
PREFIX 
TAG 



D716 



SUMMARY STATEMENT OF DEFICIENCIES 
(EACH DERCIENCY MUST BE PRECEDED BY FULL 
REGULATORY OR LSC IDENTIFYING INFORMATION) 



Continued From page 40 

Resident #20 was admitted to the facility on 
February 1, 2011 with diagnoses including 
Chronic Obstructive Pulmonary Disease and 
Pacemaker. 

Review of facility investigation documentation 
dated December 27, 201 1 which was signed," 
dated and provided by the Executive Director 
(ED) on February 10, 2012 revealed the ED was 
the first person notified, the resident's physician 
was not notified and included, "...1 heard 
someone banging on a door. ! came upon 
(resident) trapped in (resident's) room due to a 
lock malfunction. I broke the lock off and opened 
(resident's) door. (Resident) stated... had been 
trapped for 15 hours and two people came to 
(resident's) door and left to get help and never 
returned." 

Review of facility investigation documentation 
dated December 27, 2011 and initialed by the ED 
revealed, "...oriented to time and place incident of 
(resident) door being locked for full shift,. 
(Medical Technician #3) states (resident) was 
locked In.. .room and I reported It to (Med Tech 
#5). ..(Med Tech #5) states...doorwas - 
locked...she tried to open the door but was 
unable to get It open...time line shows: ...Making 
rounds at 10:45 pm (p.m.) found.. .door 
locked... reported.-.all (staff) went upstairs to try 
and open door.. .(Resident) was in (resident's) 
room 14 or 15 hours..." 

Review of facility investigation documentation 
"signed by Med Tech #5 and dated December 30, 
2011 revealed, "...(resident) said (resident) could 
not open. ..door this was about 12:00 midnight...! 
attempted to help...by rambling (ramming) the 
door with my shoulder and still could not get the 
door open...told (resident) that I would tell 
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regulations, 1200-08-25-.12 under 
Resident Records, page 32 number ■ 
4; An ACLF shall complete a 
written assessment of the resident 
. to be conducted by a direct care 
staff member within a time-period . 
determined by the ACLF, but no 
later than seventy two (72) hours 
after admission; however In all 
reasonable opportunities a 
licensed nurse conducts the 
assessment per our policy. It is 
not acceptable practice for a 
Community Relations Director to 
conduct an assessment. A licensed 
nurse does an assessment per our , 
policy prior to move in, after 30 
days, every 6 months or upon a 
change of condition or return from 
an alternative setting such as, 
hospital, rehab/skilled care or 
home dependent upon the 
residents needs as determined by 
the level of care assessment. 
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(Maintenance Director) when he gets ln...When I 
saw (Maintenance Director) it was when I was 
clocking out to go home...but he had already 
open (opened) the door..." Continued review 
revealed, "...l am not to let this happen again 
...this is a fire hazzard (hazard)." 

Review of facility Investigation documentation 
signed by Medical Technician #3 and dated 
February 10, 2012 revealed, "...was locked 
ln...room...l. ..notify (notified) other employees 
who was (were) working at that time during the 
incident, i try (tried) unlocking the door, ramlng 
(ramming) the door, and even try (tried) to pick 
the lock..." 

Interview with the Maintenance Director on 
February 9, 2012 at 3:35 p.m. In the marketing 
office revealed on December 27, 201 1 at 8:30 
a.m., the Maintenance Director was upstairs 
changing a light bulb and he stated, "...I heard 
beating on a door...lock was altered in some way. 
(Resident) said (resident) had bent lever down 
and doorwouidn'topen...(resident)sald...in there 
all night. .told me people had come while door 
was not working properly and had said they would 
come back and never did.. .I told (ED) that 
morning...! broke the lock off to gain access to 
the room and repaired (lock) that morning." 

Observation and interview with the resident on 
February 9, 201 1 at 3:47 p.m. in the front entry 
lounge revealed the resident seated in a chair, a 
wheelchair was beside the resident, and Hie 
resident had lived at the facility for approximately 
three to four months. Continued interview 
revealed the' resident used the wheelchair as a 
walker and the resident stated "...was locked 
Inside. Gotta think. I was actually locked inside...! 
couldn't get out I went to the door and It wouldn't 
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On March 8, 20a2, all existing 
residents were assessed by 
licensed nurse per the policy to 
ensure their appropriateness for 
Assisted Living. 

Measures and systematic changes 
to prevent recurrence: 

The Regional Director of 
Operations will monitor the 
Executive Director weekly via an 
operations overview call to ensure 
sufficient staff is in place to meet 
the needs of the residents. 

The facility has weekly at risk calls 
which are designed to discuss the 
resident Quality Services as 
documented on a log, driven by 
the Quality Service Manager to 
monitor the Resident Services 
Director and Executive Director . 
This meeting is to ensure the 
facility can meet the acuity levels 
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open...didn't use the cal! light. Someone told me it 
didn't work...locked In the biggest part of the 
day...durlng night into early morning...! Just felt 
trapped. I knocked on the door trying to get 
attention..." 

nterview with the ED and the Vice Pre sklent of 
Resident Services on February 10 2012 at 10 30 
am. in the marketing office revealed the facility 
had investigated and substantiated that resident 
was locked in the resident's room on December 
27 201 1 The ED stated "I can prove time frame 
from at least 6:30 p.m. until 6:30 am...The 
tumbler had fallen In (lock)." Continued Interview 
confirmed facility staff neglected to timely 
intervene to provide access to/from Resident 
#20's room on December 27, 2011. 

Resident #5 was admitted to the facility on 
September 1 1 , 2009 with diagnoses including 
Pick's Disease. 

Medical record review of a General Notepad 
August 1 , 201 1 revealed "...total assist with ADL s 
(activities of daily living)... slouched [ over in 
wheelchair...reposltioned several times, unable to 
sit up...non-ambulatory, non welght-beanng,.. 
Medical record review of a Chart Note dated 
September 7, 201 1 revealed "...was found on the 
floor...hitthe left side of...head no redness or 
bruising..." 

Review of an "Acuity Discharge Planning" 'report ^ 
dated December 9, 201 1 revealed "...total care... 

Medical record review of Chart Notes dated 
Secember 11.2011 revealed, 'Took to room after 
lunch and resident slid out of chair an was on 
the ffoor...gash on left side of back of head...to 
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of the residents. A Resident 
Service Coordinator position was 
added on February 16, 2012 to be 
responsible for scheduling with a 
primary focus of staffing. The 
staffing Is determined by the 
number of residents being 
serviced and their individual care 
plan needs. The Resident Service's 
Coordinator reports directly to the 
Resident Service Director. The 
Resident Service Director will 
review a sample of the care plan's 
one time per week for the next 6 
weeks and ongoing as needed. 

The Executive Director and 
Resident Services Director have a 
system of checking the staffing 
model to ensure it is sufficient to 
meet the acuity needs of the 
residents. Labor hours are 
reviewed Monday through Friday 
with Executive Director, Resident 
Service Coordinator and Resident 
Service Director to ensure 
adequate staffing Is utilized. This 
system is monitored weekly by 
reporting during the regional 
' operations call with the Regional 
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(hospital).. .returned, spoke with Dr. (doctor) 
stated he put staples in...head otherwise-looked 
fine..." ' 

Medical record review of an Emergency Provider 
Record dated December 11, 2011 revealed 
"...Time (2;52 p.m,)...HIstorian:' paramedics NH 
(nursing home) notes...fell out of wheelchair...1-5 
cm (centimeter) ^(laceration)... 1 ' Continued 
review revealed "...non-ambuistory at 
baseline... non-communicative at baseiine.,.was 
unable to get a hold of staff...despite several 
attempts. When spoke with Rn (Registered 
Nurse) at NH they were unable to proivde any 
further historical information... stapled..." 

Review of a staffing schedule dated December 
1 1 , 201 1 and interview with the RSD on February 

I , 2012 at 1:48 p.m. In the ED's office revealed 
two Medical Technician's and a CA were 
scheduled to work the day shift The RSD stated 
"There had to be another caregiver but I don't see 
It." 

Review of Time Record Reports dated December 

II, 2011 provided by the ED on February 8, 2012 
revealed reports for the two medical technicians 
and no documentation regarding the scheduled 
CA or an RN. 

Observation on February 8, 2012 at 8:58 a.m. 
revealed Resident #5 was assisted byTechnlctan 
#2 into a sitting position and the facility's Quality 
Services Manager (a Licensed Practical Nurse) 
administered medication to the resident with a 
spoon. Continued observation revealed Medical 
Technician #2 physically fitted the resident and 
placed the resident onto the bed. 

Review of an Acuity Discharge Planning Report 
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Director of Operations and Quality 
Service Manager 

Corrective Action: 

The facility abuse policy and 
protocol for reporting and the 
level of care assessment which is 
completed prior to move in, after 
30 days, every 6 months or upon a 
change of condition or return from 
an alternative setting such as, 
hospital, rehab/skilled care or 
home, and labor hours will be 
reviewed by the Quality Assurance 
Committee consisting of the 
Executive Director, Resident 
Services Director, Resident 
Services Coordinator, 
Maintenance Director, Dining 
Services Director, Business Office 
Coordinator and Healthy Lifestyles 
Director, monthly. 
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dated December 9, 201 1 provided by the ED on 
February 7, 2012 revealed the facility determined 
Residents #2 and #5 required "Immediate 
Move-out." 

Interview with the Chief Operating Officer on 
January 31, 201 2- at 9:00 a.m., in the ED's office 
revealed the was unable to provide the required 
care and confirmed the facility had Insufficient 
staff to meet the needs of the residents. 

1200-O8-25-.08 (1)(a) Admissions, Discharges, 
and Transfers 

(1) An ACLF shall not admit or permit the 
continued stay of any ACLF resident who has any 
of the following conditions: * 

(a) Requires treatment for stage 111 or stage !V 
decubitus ulcers or with exfoliative dermatitis; 



This Rule Is not met as evidenced by: 
Based on medical record review, review of facility 
facsimile documentation, and interview, the 
facility admitted and permitted the continued stay 
of two residents (#9, #1 5) with Stage IV pressure 
ulcers of twenty residents reviewed, 

The findings included: 

Resident #9 was admitted to the facility on July 
22, 2010 with diagnoses including Parkinson's 
Disease and Diabetes Mellitus. 

Medical record review of a Documentation of 
Face-to-Face Encounter signed by a physician 
and dated August 8, 201 1 revealed, "...The 
encounter with the patient was In whole, or in 
part, for the following medical condition: Stage IV 
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Corrective artlon for residents 
affected: 

Residents 89 and 15 were 
discharged from the facility. 

Other Residents that could 
pntentlallv be affected: 

Skin condition reports were 
completed by Resident Service 
Director on all residents residing in 
the facility. The caregivers report 
any unusual condition of the skin 
to the Resident Service Director. 
The facility will not move in a 
resident with documentation of 
having stage III or IV pressure 
ulcers. If a resident is found to 
have a skin condition, an outside 
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wound L (left) heel with MRSA (methycillln 
resistant staph aureus- a multl-antiblotlc resistant 
organism)...very debilitated - lives In Asst 
(assisted) Living." Medical record review of a 
Chart Note dated September 11, 2011 revealed, 
"Home Health Skilled Nursing visit for wound care 
of Stage |V...pressure ulcer..." Medical record 
review of a Chart Note dated October 10, 201 1 
revealed, "...Stage 4 pressure ulcer to left heel- 
Medical record review of a Chart Note dated 
October-20, 201 1 revealed, "...returned from 
Hospital ...this morning..." Medical record review 
of a Transfer and Discharge Record dated 
November 11, 2011 revealed "...Reason for 
Transfer. .non-compliant with meds (medications 
and had wounds on.. .heels..." 

Review of a facility facsimile dated February 13, 
2012 at 1:49 p.m. confirmed "(Resident #9) was 
admitted with a stage IV wound." 

Resident #15 was admitted to the facility on June 
1 , 201 1 with diagnoses including Stage IV 
Pressure Ulcer. 

Medical record review of a Physician Statement 
dated June 1, 2011 revealed, "...can needs be 
satisfactorily met in a licensed facility providing 24 
hour asssisted living - yes..." Medical record 
review of Resident Assessment dated June 6, 
201 1 and signed by the Resident Services 
Director revealed, "...Pressure Sore St IV (Stage 
4)..." 

Medical record review of a Chart Note dated 
January 9, 2012 revealed the resident was 
transferred to a hosptial following difficulty 
obtaining a blood pressure reading. Medical 
record review revealed the resident had not 
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agency will be contacted to 
determine if It is a stage 111 or IV 
pressure ulcer. If residents are 
found to have a stage ill or IV 
pressure ulcer, they will be 
transferred to another facility or 
we will find alternative housing to 
better meet their needs. The 
Resident Service Director or a 
licensed nurse completes a level of 
care assessment per our policy 
prior to move in, after 30 days, 
every 6 months or upon a change 
of condition or return from an 
alternative setting such as, 
hospital, rehab/skilled care or 
home to ensure that resident's 
care needs are met and that the 
resident is able to be appropriate 
for Assisted Living. 

On March 8, 2012, all existing 
residents were assessed by 
. licensed nurse per the policy to 
ensure their appropriateness for 
Assisted Living. 
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returned to the facility. 

Review of an Acuity Discharge Planning form 
dated December 9, 201 1 and provided by the 
Executive Director (ED) revealed "...Priority A 

A=lmmedlate Move Out)...wound on coxlc 

coccyx)...stageda-stage4...'' 

nterview with the ED on February 7, 2012 at 2:1 5 
p m. in the marketing office confirmed sampled 
Resident #1 5 was admitted with a Stage IV 
pressure ulcer and the facility permitted the 
resident to stay in the assisted living facility with a 
Stage IV pressure ulcer until January 9, 201^. 

C/O: #28393 

1200-08-25-.08 (1)(f) Admissions, Discharges, 
and Transfers 

(1 ) An ACLF shall not admit or permit the 
continued stay of any ACLF resident who has any 
of the following conditions: 

(f) Has needs that cannot be safely and 
effectively met in the ACLF. 

This Rule fs not met as evidenced by: 
Based on medical record review, review of a 
facility Acuity Discharge Planning report, review 
of a police report observation and ^ew *he 
facility failed to discharge and transfer residents 
whose needs could not safely be met for 
twenty-one residents (#2, #5, #6, # 7. #8. «. 
#25, #26, #27, #28. #29, #30, #31 , #32 , #33, #34, 
#37, #38,#39, #40) of forty-two sampled 
residents. 



The findings Included: 
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Moires anrl T" matlc changes 
tn prevent recurrence: 

A licensed nurse will conduct skin 
condition reports upon move-in 
and throughout the stay. 



Skin condition reports were 
completed by Resident Service 
Director on all residents residing in '" 
the facility. The caregivers report 
any unusual condition of the skin 
to the Resident Service Director. 
The facility will not move In a 
resident with documentation of 
having stage Hi or IV pressure 
ulcers, if a resident is found to 
have a skin condition, an outside 
agency will be contacted to 
determine if it Is a stage 111 or !V 
pressure ulcer. If residents are 
found to have a stage III or IV 
pressure ulcer, they will be 
transferred to another facility or 
we will find alternative housing to 
better meet their needs. The 
Resident Service Director or a 
licensed nurse completes a level of 
care assessment per our policy 
prior to move in, after 30 days. 
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Resident #2 was admitted to the facility on June 
30, 2011 with diagnoses including Dementia. 

Review of an Acuity Discharge Planning report 
dated December 9, 201 1 revealed the resident 
required care in a secure unit. 

Medical record review of a Chart Note dated 
December 24, 2011 revealed, "...discovered in 
room-bleeding from nose, ear, mouth, and aw 
appeared to be swelling... had beat (resident) with 
cane..." 

Review of a Police Report dated December 24, 
2011 reveaied, "...Victim (Resident 
#2)... aggravated assault... blunt object- 
Telephone Interview with Police Detective #1 on 
February 7, 2012 at 10:05 am. revealed Residen 
#2 had expired, an autopsy was performed, ana 
complications of blunt force trauma was the 
cause of death. 

Resident #5 was admitted to the facllliy on 
September 1 1 , 2009 with diagnoses including 
Pick's Disease. 

Review of an Acuity Discharge Planning report 
dated December 9, 2011 revealed, ...total 

care..." 

Medical record review of a Chart Note dated 
September 7, 201 1 revealed "...was found on 
fioor...hit...head...no redness or bruising... 
Medical record review of Chart Notes dated 
December 11, 2011 revealed, "Took tow™ fa- 
lunch and resident slid out of chair and was on 
floor...gash on left side of head...to 



ID 
PREFIX 
TAG 



D801 



Division of Health Care. Facilities 
STATE FORM 



MM 



PROVIDER'S PLAN OF CORRECTION 
(EACH CORRECTIVE ACTION SHOULD BE 
CROSSREFE^CEDTOTHE APPROPRIATE 

DEFICIENCY) 



COMPLETE 
DATE 



every 6 months or upon a change 
of condition or return from an 
alternative setting such as, 
hospital, rehab/skilled care or 
home to ensure that resident's 
care needs are met and that the 
resident is able to be appropriate 
for Assisted Living, 

Resident Service Director will 
monitor residents each month by 
completing one random skin 
condition check to ensure the skin 
condition reports are being 
completed accurately and will 
report findings to the Executive 
Director. This will be done for 3 
months and will continue one time 
per month, every 3 months as per 
our policy. 

Care givers were in-serviced on 
skin care, March 29, 2012 by the 
Resident Service Director. This in- 
service included how to complete 
a skin condition report and what 
to report to the Resident Service 
Director. 
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hospital-returned, spokewith Dr. (doctor) stated 
' ha put staples ln...head..." 

Medical record review of an Emergency Provider 
Report dated December 1 1 20 1 revealed. ...fell 
out of wheelchair...1.5 cm (centimeter) lac I 
{laceration)...non-ambulatory at 
baseline...non-oommunicative at 

baseline... stapled..." 

Observation on February 8, 2012 J at 8:58 a.m 
revealed Medical Technician (MT)#2 assisted 

, L resident to an upright sitting oosUi on held the 
resident In the upright sitting posit on and the 
facility's Quality Services Manager a™isterea 

1 medSon to the resident. Continued obnmdan 
revealed WIT #2 physically lifted the resident and I 

1 placed the resident onto the bed. 

Review of an Acuity Discharge Planning report 
dated December 9, 2011 provided by it. e 
' Executive Director on February 7, 2012 reveaiea 
I la facility determined twenty-sfc resident 
1 required Immediate Move-out Continued 
review revealed the following: 

Resident #2: needs secure unit 
Resident #5: Hospice; Total Care 

SSI hospice; total care 

tesSe^m Nonambulatory; total care 
Resident #9: Wound on heel 
Resident #24: Total Care 
Resident #25: Non-ambulatory • 
r3S #26: Non-amb (non ambulatory), two 

person transfer - Hospice 

Resident#27: Needs secure unit 

Resident #28: Total Care... 
Resident#29: Total Care... 
Resident #30: Two person tranter 
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The Resident Service Director 
completed skin condition reports 
on all residents March 29, 2012 
through April 4, 2012. 



r„r- ,-n»fi Action; 

Skin condition reports will be 
reviewed by the duality Assurance - 
Committee consisting of the 
Executive Director, Resident 
Services Director, Resident 
Services Coordinator, 
Maintenance Director, Dining 
Services Director, Business Office 
Coordinator and Healthy Lifestyles 
Director, monthly. 
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Resident #31: Confused; non-ambulatory 
Resident #32: Total Care 
Resident #33: Blind; Total Care 
Resident #34: Wanders; needs secure unit 
Resident #37; Total Care 
Resident #3B: Confused; total care 
Resident #39: Non-ambulatory 



Review of a letter from the facility and dated 
January 18, 2012 revealed, "...Notice of 
Discharge and Transfer...(Resident#39)...fias 
needs that cannot be safely and effectively met In 
the Community {assisted living facility)..." 

Review of letters from the facility and dated 
January 19, 2012'revealed, "...Notice of 
Discharge and Transfer... (Residents #8, # 24, 
#25, #26, #27, #28, #29, #30)...has needs that 
cannot be safely and effectively met In the 
Community..." 

Review of letters from the facility and dated 
January 20, 2012 revealed, "...Notice of 
Discharge and Transfer...(Residents #34, 
#40)...Notice of Discharge and Transfer... has 
needs that cannot be safely and effectively met In 
the Community,.." (The Discharge Accuity 
Planning Report dated December 9, 201 1 did not 
include Resident #40.) 



Review of the facility's current census dated 
January 30, 201 1 revealed eighteen of the 
residents identified by the facility in the report 
dated Decembers 2011 remained In the facility 
(#5, #6, #7, #8, #11, #25, #26, #27, #28, #29, 
#30, #31, #32, #33, #34, #37, #38, #39). 
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Corrective r »r«nn for residents 
affected: 

Residents 

#2,5,6,7,8,9,24,25,26,27,28,29,30, 
31,32,34,37,38 and 39 have been 
discharged from this facility. 
Number 33, 40 and 11 are in the 
process of discharge. 

Other Residents that could 
potentially be affected: 

Per the Elmcroft policy, residents 
will be provided sufficient staff to 
meet their needs. As stated In the 
regulations, 1200-08-25-.12 under 
Resident Records, page 32 number 
4; An ACLF shall complete a 
written assessment of the resident 
to be conducted by a direct care 
staff member within a time-period 
determined by the ACLF, but no 
later than seventy two (72) hours 
after admission; however In all 
reasonable opportunities a 
licensed nurse conducts the 
assessment per our policy. It is 
not acceptable practice for a 
Community Relations Director to 
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Interview with the Executive Director (ED) on 
January 30, 2012, revealed the facility was in the 
process of moving some residents from the 
second floor to the first floor to improve 
evacuation time. 

Interview with the Chief Operating Officer (COO) 
on January 31, 2012 at 9:00 am, in the Executive 
Director's office revealed, "...facility has 
twenty-two residents on a list to discharge to 
more appropriate level of care...we considered 
closing this.. .(facility) because things were so . 
bad." 

Interview with the ED on February 1, 2012 at 2:10 
p>nV re vealed the facility was acquired by a new 
owner on August 1 , 201 1 ; she began as ED 
during the lastweek of October, 2011 and she 
stated, "...The first couple of days soma residents 
were Inappropriately placed and began process o J 
notifying families... created acuity log. We had to 
put together a letter to notify residents/families of 
need to move to another level ofacuity...by early 
part of December, 2011 residents were assessed 
on our level of care assessment and service 
plans driven by thaUWe knew from (acuity log 
dated December 9; 2011) (on) January 17 (2012) 
who would need to go..." 

Telephone interview with the Senior Vice 
President of Resident Services on February 1 , 
2012 at 2:40 p.m. revealed, "...Facility has been 
handed years of issues. (Facility) went through 
assessment who's appropriate and who's not 
appropriate.-.only so much we could do so 
quickly..." 

Interview with the Chief Operating Officer (COO) 
on January 31, 2012 at 9:00 a.m. in the ED's 
office confirmed the facility had failed to 
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conduct an assessment. A licensed 
nurse does an assessment per our 
policy prior to move In, after 30 
days, every 6 months or upon a 
change of condition or return from 
an alternative setting such as, 
hospital, rehab/skilled care or 
home dependent upon the 
residents needs as determined by 
the level of care assessment. 

On March 8, 2012, ail existing 
residents were assessed by 
licensed nurse per the policy to 
ensure their appropriateness for 
Assisted Living. 
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Continued From page 51 
discharge residents the facility had determined 
required care the facility could not provide. He 
stated "...facility has twenty-two residents on list 
to discharge to more appropriate level of care. 
This is notour standard of care..." Intervlewwith 
the COO on February 10, 2012, at 2:30 p.m. in 
the marketing office revealed "..,if the state is 
going to close us would like it to be sooner than 
later..." 

C/0:# 28393 

1200-O8-25-.09 (1) Building Standards 

(1) An ACLF shall construct, arrange, and 
maintain the condition of the physical plant and 
the overall ACLF living facility environmen in 
such a manner that the safety and well-being of 
residents are assured. 

This Rule is not met as evidenced by: 
Based onobservation and interview, the facility 
failed to maintain the physical condition of the 
overall ACLF (Assisted Care Living Facility) 
environment for the safety of both residents and 
staff. 

The findings included: 

Observation on February 12, 2012 at 11:30 am 
revealed a penetration around the smoke 
detector within room 242 'A'. 

The finding was acknowledged by the 
Administrator and verified by the Maintenance 
Director during interview on 2/2/12. 



C/O #28393 
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The facility has weekly at risk calls 
which are designed to discuss the 
resident Quality Services as 
documented on a log, driven by 
the Quality Service Manager to 
monitor the Resident Services 
Director and Executive Director . 
This meeting is to ensure the 
facility can meet the acuity levels 
of the residents. 

A Resident Service Coordinator 
position was added on February 
16, 2012 to be responsible for 
scheduling with a primary focus of 
staffing. The staffing is 
determined by the number of 
residents being serviced and their 
individual care plan needs. The 
Resident Service's Coordinator 
reports directly to the Resident 
Service Director. The Resident 
Service Director will review a 
sample of the care plan's one time 
per week for the next 6 weeks and 
ongoing as needed. 

The Executive Director and 
Resident Services Director check 
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the staffing model to ensure it is 
sufficient to meet the acuity needs 
of the residents. Labor hours are 
reviewed Monday through Friday 
with Executive Director, Resident 
Service Coordinator and Resident 
Service Director to ensure 
adequate staffing is utilized. This 
system is monitored weekly by 
reporting during the regional 
operations call with the Regional 
Director of Operations and Quality 
Service Manager 

Corrective Action: 

The level of care assessment 
which Is completed prior to move 
in, after 30 days, every 6 months 
or upon a change of condition or 
return from an alternative setting 
■ such as, hospital, rehab/skilled 
care or home, and labor hours will 
be reviewed by the Quality 
Assurance Committee consisting 
of the Executive Director, Resident 
Services Director, Resident 
Services Coordinator, 
Maintenance Director, Dining 
Services Director, Business Office 
Coordinator and Healthy Lifestyles 
Director, monthly. 
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Corrective action for residents 
affected: 

The penetration around a smoke 
detector within room 242A has 
. been corrected. 

Other Residents that could 
potentially be affected: 

The Maintenance Director has 
checked the building for 
penetrations and will continue on 
the preventative maintenance 
monthly checks. 

Measures and systematic changes 
to prevent recurrence: 

The Maintenance Director checks 
for penetrations in the facility 
during monthly preventative 
maintenance checks and reports 
findings to the Executive Director. 

The Executive Director does spot 
checks weekly during facility 
rounds to ensure there are no 
penetrations. 
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Corrective Action: 










- ' 
• 






The penetration tracking will be 
reviewed by the Quality Assurance 
Committee consisting of the 
Executive Director, Resident 
Services Director, Resident 
■ Services Coordinator, 
Maintenance Director, Dining 
Services Director, Business Office 
Coordinator and Healthy Lifestyles 
Director, monthly. 
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1200-08-25-.10 (1) Life Safety 

(1 ) The department will consider any ACLF that 
' complies with the required applicable building and 
fire safety regulations at the time the Board 
adopts new codes or regulations, so long as such 
compliance is maintained (either with or without 
waivers of specific provisions) to be in 
compliance with the requirements of the new 
codes or regulations. 



This ELEMENT is not met as evidenced by: 
Based on observation and Interview, the facility 
failed to comply with applicable building and fire 
safety regulations. 

The findings included: 

Observation during the fire drill on 2/2/12 at 10:24 
AM, revealed one of each of the double doors on 
the North West and the South East halls did not 
open in the direction of travel, while the same 
doors could each be opened from the other 
direction. 

This finding was acknowledged by the 
Administrator and verified by the Maintenance 
Director during Interview on 2/2/12. 

C/O: #28393 
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D1024 



1200-08-25-.10 {5)fc) Life Safety 

(5) An ACLF shall take the following precautions 
regarding electrical equipment to ensure the 
safety of residents: 

(c) Maintain all electrical equipment in good 



D1001 

Corrective arHnn for restdents 
affected: 

The double doors on the North 
West and South West halls have 
been corrected to ensure they 
open in the direction of travel. 

Other Residents that could 
potentially be affected: 

The Maintenance Director has 
checked the fire. doors throughout 
the facility to ensure they open In 
the direction of travel. 

Measures and systematic changes 
to prevent recurrence: 

The Maintenance Director checks 
fire doors during monthly 
preventative maintenance checks 
and reports findings to the 
Executive Director. 

Corrective Action: 

The fire door tracking will be 
reviewed by the Quality Assurance 
Committee consisting of the 
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repair and safe operating 



condition; 



This Rule is not met as evidenced by: 
Based on observation and interview, the facility 
failed to maintain call lights In safe operating 
condition for three residents. (#21, #22, #23) of 
thirteen resident call lights observed and failed to 
maintain the electrical equipment. 

The findings Included: 

Observation with the Maintenance Director on 
February 1, 2012 between 10:50 a.m. and 11:02 
a.m. revealed a bathroom call light and two of two 
call lights over residents' beds In Room 235 did 
not function. Continued observation revealed a 
bathroom call light and an overbed call light in 
Room 237 did not function. 

Interview with Medication Technician (Med Tech) 
#1 on February 1, 2012 at approximately 10:51 
a.m. in a second floor corridor revealed a pagar in 
the Med Tech's possession sounded when a 
bathroom call light was utilized and the pager 
recorded calls. Continued Interview revealed the 
light had not sounded, and observation and 
interview confirmed the pager had not recorded 
the call from Room 235. 

Interviews with the Maintenance Director on 
February 1, 2012 at approximately 11:00 a.m. 
and 1 1 :04 p.m. in a second floor corridor 
confirmed the call lights were not in safe 
operating condition. 

On 2/2/12 at 11:45 AM, observation within 
resident rooms 209, 232, 242 245 and 256 
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Executive Director, Resident 
Services Director, Resident 
Services Coordinator, 
Maintenance Director, Dining 
Services Director, Business Office 
Coordinator and Healthy Lifestyles 
Director, monthly. 



□1024 

Corrective action for residents 
affected; 

Residents #21, 22, and 23's call 
lights have been repaired and are 
functioning properly. 

Lens covers for the light fixtures In 
rooms 209, 232, 242, 245, and 256 
have been replaced. 

Other Residents that could 
potentially be affected: 

The Maintenance Director 
checked light fixtures throughout 
the building to ensure they had 
lens covers in place on March 28, • 
2012. 
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revealed the lens covers for the light fixtures were 
missing. 

The findings were acknowledged by the 
Administrator and verified by the Maintenance 
Direptor .during interview on 2/2/12. 

C/O: #26393, #28241, #29068 

D10351 1200-08-25-. 10 (8)(a) Life Safety 

(8) An ACLF shali ensure that 

(a) The ACLF maintains all safety equipment in 
good repair and in a safe operating condition; 



This Rule is not met as evidenced by: 

Based on observation, testing, and interview, the 

facility failed to maintain the safety equipment 

The findings included: 

Observation during the fire drill on 2/2/12 at 10:35 
a.m. revealed the fire alarm strobes were not 
synchronized. 

On 2/2/1 2 at 1 1 :33 AM, testing of the smoke 
detector in room 242 B revealed the unit was not 
working. 

These findings were acknowledged by the 
Administrator and verified by the Maintenance 
Director during Interview on 2/2/12. 

C/O: #28393 
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The Maintenance Director will 
check light fixtures monthly to 
ensure they have lens covers and 
report findings to the Executive 
Director. 

Corrective Action: 

The lens cover tracking will be 
reviewed by the Quality Assurance 

Committee consisting of the 
Executive Director, Resident 
Services Director, Resident 
Services Coordinator, 
Maintenance Director, Dining 
Services Director, Business Office 
Coordinator and Healthy Lifestyles 
Director, monthly. 



D1035 

Corrective action for residents 
affected: 



The fire alarm strobes will be 
synchronized by an outside 
contractor by March 30, 2012. 

The smoke detector in room 242B 
has been replaced. 
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Other Residents that could 
potentially be affected: 

The Maintenance Director has 
checked the smoke detectors in 
resident rooms to ensure they are 
working properly. 

Measures and systematic changes 
to prevent recurrence: 

The Housekeepers check daily 
during room cleaning for 
equipment in proper working 
order to include the light fixtures. 

The Maintenance Director reviews 
the dally check-off sheets for 
compliance. 

The Maintenance Director will 
review findings with the Executive 
Director. 

Measures and systematic changes 
to prevent recurrence: 

The strobes will be checked 
monthly during a fire drill for 
proper working order and findings 
will be reported to the Executive 
Director. 
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The smoke detectors will be 
checked by the Maintenance 
Directory monthly during 
preventative maintenance rounds 
and findings will be reported to 
the Executive Director. 

Corrective Action: 

The strobes and smoke detectors 
will be reviewed by the Quality 
Assurance Committee consisting 
of the Executive Director, Resident 
Services Director, Resident 
Services Coordinator, 
Maintenance Director, Dining 
Services Director, Business Office 
Coordinator and Healthy Lifestyles 
Director, monthly. 

D1045 

Corrective action for residents 
affected; 

Air return grilles and air supply 
diffusers will be cleaned and in 
compliance no later than 3-30- 
2012. 
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(10)An AGLF shall maintain its physical 
■environment in a safe, clean and sanitary manner 
by doing at least the following: 

(0 Maintain the building and Its heating, cooling, 
plumbing and electrical systems In good repair 
and in clean condition at ail times; and 

This Rule is not met as evidenced by: 
Based on observation and interview, the facility 
failed to maintain the building and heating 
system In good repair and In clean condition. 

The findings Included: 

On 2/2/12 at 1 1 :45 AM. observations within the 
facility revealed the air return grilles and air 
supply diffusers were dirty. 

This finding was acknowledged by the 
Administrator and verified by the Maintenance 
Director during interview on 2/2/12. 

C/O: #28393 

1200-08-25-. 12 (2)(e) Resident Records 

(2) Personal record. An ACLF shall ensure that 
the resident' s personal record includes at a 
minimum the following: 

(e) Date of admission, transfer, discharge and 
any new forwarding address; 



This Rule is not met as evidenced by: 
Based on medical record review, interview, and 
review of facility facsimile documentation, the 
facility failed to document the date of admission 
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Other Residents that could, 
potentially be affected: 

Air return grilles and air supply 
diffusers will be cleaned and In 
compliance no later than 3-30- 
2012. 

Measures and systematic changes 
to prevent recurrence: 

The Maintenance Director will 
have housekeeping maintain the 
air return grilles for cleanliness 
daily. 

The Maintenance Director will 
monitorcomplianceand report 
findings to the Executive Director. 

Corrective Action: 

Air return grilles tracking will be 
reviewed by the Quality Assurance 

Committee consisting of the 
Executive Director, Resident 
Services Director, Resident 
Services Coordinator, 
Maintenance Director, Dining 
Services Director, Business Office 
Coordinator and Healthy Lifestyles 
Director, monthly. 
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or one resident (#4) of twenty residents 
reviewed. 

■he findings Included: 

Medical record review (Resident #4) of a 
Personal Data and Contact Sheet revealed the 
date of admission was blank. 

A request for documentation for Rodent M's 
date of admission was made to the facil W* 
Quality Services Manager on February 10, WU 
at 12-02 p.m. Interview with the Qualify Services 
Manager on February 12, 2012 at 12:02 pm In 
he Marketing Office sealed the requested 
documentation would be faxed to the State 
Agency. 

Review of facsimile (fax) documentationj provided 
by the facility on February 1 3, 20 2 at 1 :49 p.m. 
confirmed the facility failed to Include the 
resident's date of admission on the res denf s 

Date of admission: unable to find... 



1200-08-25-.12 (3)(c) Resident Records 

(3) Medical record. An ACLF shall ensure that its 
employees develop and maintain a medical 
reco d for each residentwho requires health care 
Sees at the ACLF regardless of whe^er such 
services are rendered by the ACLF or by 
arrangement with an outside source, which shall 
Include at a minimum: 

completed prior to. or at the time of admlgTO 



rnrwrtlua arti?" f " r residents 
affected: 

Resident #4 has been discharged 
from the facility to a higher level 

of care. The admission date was 
obtained on March 29, 2012 by 
the Executive Director for this 
resident and added to the file as 

an addendum. 

nther Res1H «tfK that could 
potentially hp affected: 

The resident information sheet for 
new move-ins prior to or on the 
date of move-in to include the 
state required information, such 
as admission and 
discharge/transfer dates and any 
new forwarding addresses will be 
completed by April 10, 2012. 
Current residents have a resident 
Information sheet in their 
Resident care chart. TheElmcroft 
standard of organized files will be 

followed. The current resident 
records wilt be reorganized in 
chronological order per Elmcroft 
standards by April 10, 2012. 
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' Measures and systematic changes 
to prevent recurrence: 

The resident information sheet for 
new move-ins is done prior to or 
on the date of move-in to include 
the state required information 
such as admission and discharge/ 
transfer dates and any new 
forwarding addresses. 

The Community Relations Director 
will complete the resident 
information sheet prior to or on 
the date of move-in as per the 
policy. 

The Executive Director will 
monitor for compliance by doing 
random monthly audits to include 
at least 2 charts per month. 

The facility has weekly at risk cai is 
which are designed to discuss the 
resident Quality Services as 
documented on a log, driven by 
the Quality Service Manager to 
monitor the Resident Services 
Director and Executive Director . 
This meeting Is to ensure the 
facility can meet the acuity levels 
of the residents.and Includes 
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Continued From page 57 . 

and subsequently, as warranted. Verbal orders 
received shall include the time of receipt of the 
order, description of the order, and identification 
of the individual receiving the order; 



This Rule is not met as evidenced by: 
Based on medical record review, review of facility 
facsimile documentation, and interview, the. 
facility failed to maintain a medical record to 

include physician's order to transfer to a hospital 
for evaluation/treatment for five residents (#1, #2, 
#3, #5, #15) of twenty residents reviewed. 

The findings included: 

Resident #1 was admitted.to the facility with 
diagnoses including Dementia and Degenerative 
Joint Disease. Medical record review of a Chart 
Note dated December 1 1 , 201 1 revealed, ...fell ^ 
hit L (!eft) side of head... transported to.. .Hospital. 
Medical record review revealed no documentation 
regarding a physician's order to transfer the 
resident to the hospital. 

Interview with the Resident Services Director on 
January 30, 2012 at 1 2;20 p.m. in the marketing 
office, confirmed the facility failed to obtain orders 
to transfer the resident to a" hospital on December 
11,2011. 

Resident #2 was admitted to the facility on 
October 12, 2010 with diagnoses includtng 
Dementia. 

Medical record review of a Chart Note dated 
December 24,' 2011 at 10:00 p.m. revealed, 
"Resident discovered by care attendant. ..was 
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tracking information for the new 
move-in's and move-ouf s. 

Corrective Action: 

The resident information sheet 
and at risk tracking information 
will be reviewed by the Quality 
Assurance Committee consisting 
of the Executive Director, Resident 
Services Director, Resident 
Services Coordinator, 
Maintenance Director, Dining 
Services Director, Business Office 
Coordinator and Healthy Lifestyles 
Director, monthly. 



P1212 

Corrective antlon for residents 
affected; 

Residents #1, 2, 3, 5 and 15 have 
been discharged from the facility. 

other Residents that could 
potentially be affected; 

Physician's orders are now 
obtained to transfer residents to 
the hospital. 
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Continued From page 58 
bleeding from nose, ear, mouth, and Jaw 
aDDBared to be swollen-Resident sent to ER . 
fFrneraencv Room)..." Medical record rev^w 
^ffiSSSLtaflon regarding a physlcan 
Sder to.transfer the resident to the hospital. 

interview with the Quality Service Manager on 
FebS 10 2012 at 1 1:47 am. in the marketing 

SS.^iflrmed the W ^^e^the 
physician's order to transfer the resident to the 
hospital on December 24, 2011. 



Resident #3 was admitted to the facility with 
diagnoses including Hypertension and 
3 arkinson's Disease. 

Medical record review of a Chart Note dated June I 
18 201 1 revealed, "(Resident was sent out to I 
Hospte do?due) tofall..." Medical record review 
Tevealed no documentation regard^ a 
shysiclan's order to transfer the resident to the 
hospital. 

interview with the Resident Services Director on 
K™! V ?ni2 at 9 30 a.m. In the Executive 

S .physician's order to transfer the resident 
to a hospital on June 16, 2011 . 

Resident #5 was admitted to the facility on 
September S 1^201 1 with diagnoses including 
Pick's Disease. 

meaied no £asm^«^^_^ 
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The Elmcroft policy will be 
followed to complete the 
Physician's Plan of Care for new 
resident admissions prior to or on 
the date of the admission. This is 
completed by the Resident Service 

Director. 



COMPLETE 
DATE 



The Resident Service Director in- 
serviced staff on obtaining a 
physician's order to transfer 
residents to a hospital March 20, 
21 and 22, 2012. Current 
residents have a physician's 
plan of care with a standing order 
to transfer resident to the hospital 
in the event of an emergency. 
The physicians plan of care wilt be 

•tracked by monthly audits of 
medical records to ensure they are 

in compliance. 

fwofftiua Action:. 

The physician's plan of care audits 
will be reviewed by the Quality 
Assurance Committee consisting 
of the Executive Director, Resident 
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D1212 



physician's order to transfer the resident to the 
' hospital. 

A request for documentation regarding a 
physician's orderwas made to .the , facUIrys 
Quality Services Manager on February 10, 2012 
at 12:08 p.m. 

Review of facsimile W <to™^ IJ^ \ 
; by the facility and dated February 1 3, 2012 ai | 

1:49 p.m. confirmed the facility failed to obtain a 
i physician's order and Included, "...no order to 

transfer out due to fall..." 



oenvinER'S PLAN OF CORRECTION 



COMPLETE 
DATE 



Services Director, Resident 
Services Coordinator, 
Maintenance Director, Dining 
Services Director, Business Office 
Coordinator and Healthy Lifestyles 
Director, monthly. 



4-10-12 



, Resident #15 was admitted to the facility on June 
1, 2011 with diagnoses including Stage IV 
Pressure Ulcer. 

Medical record review of a Chart Note dated 
January 9, 2012 revealed, "...having difficulty 
obtaining blood pressure... transported to 
: ?hSpitel)..." Medical record review revealed no 
' docStation regarding a physician's order to 
| transfer the resident to a hospital. 

interviewwith the Executive Director (ED^n 
lanuarv 31 2012 at 1 1:55 a.m. in her office 
| she was unaware a P»^Jg5 

was required to transfer an acute y III o Injured 
resident to a hospital. Continued interview 
1 Snfirmed the facility failed to ^ Q m ^' ents 
records included physician's orders for Residents 
#1,#2, #3, #5, and #15. 

D1222 1200-08-25-.12 (4) Resident Records 
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direct care staff member within a time-period 
determined by the ACLF, but no later than 
seventy-two {72) hours after admission. 

This Rule is not met as evidenced by: 
Based on medical record review, review of facility 
facsimile documentation, and Interview, the 
facility failed to timely complete a written 
assessment for sixteen residents (#1 , #3, #4, #5, 
#6, #7, #8, #9, #10, #11, #12, #13, #14, #15, #16, 
#19) of eighteen residents reviewed. 

The findings included: . 

Medical record review revealed no documentation 
regarding written assessments within seventy-two 
hours of admission for Residents #1 , #3, #4, #5, 
#6, #7, #8, #9'. #10, #11, #12, #13, #14, #15, #16 
and #19. 

Interview with the Resident Services Director 
(RSD) on January 30, 201 1 at 12:20 p.m. in the 
Executive Director's (ED) office confirmed the 
facility failed to complete an assessment for 
Residential. 

interview with the RSD on February 1, 2012 at 
9-30 a.m. in the ED's office confirmed the facility 
failed to complete an assessment for Resident 
#3. 

Requests for documentation regarding 
assessments for Residents #4, #5, #6, #7, #8, #9, 
#10, #1 1 , #13, #14, #15, #16, and #19 were 
made to the faciiit/s Quality Services Manager 
(QSM) on February 10, 2012 between 12:08 p.m. 
and 1:12 p.m. 

Interview with the facility's QSM on February 10, 
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Corrective *rtlnn for residents 
affected: 

Resident's #1, 3, 4,5,6,7,8,9,13,14 
and 15 have been discharged from 
the facility. Resident's #10, 11, 12, 
16 and 19 have a written 
assessment that is current per the 
Per the Elmcroft policy, residents 
will be provided sufficient staff to 
meet their needs. As stated in the 
regulations, 1200-08-25-.12 under 
Resident Records, page 32 number 
4; An ACLF shall complete a 
written assessment of the resident 
to be conducted by a direct care 
staff member within a time-period 
determined by the ACLF, but no 
later than seventy two (72) hours 
after admission; however in all 
reasonable opportunities a 
licensed nurse conducts the 
assessment per our policy, it is 
not acceptable practice for a 
Community Relations Director to 
conduct an assessment. A licensed 
nurse does an assessment per our 
policy prior to move in, after 30 
days, every 6 months or upon a 
change of condition or return from 
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2012 between 12:33 p.m. and 1:12 p.m. in the 
marketing office confirmed the facility failed to 
complete assessments for Residents #9 and #12. 

Review of facsimile documentation provided by 
the facility on February 13, 2012 at 1:49 p.m, 
confirmed the facility failed to complete 
assessments for Residents #4, #5, #6, #7, #8, 
#10, #11, #13, #14, #15, #16, and #19. 

C/O: #29068 

1200-08-25-.12 (5)(a) Resident Records 
(5) Plan of care. 

(a) An ACLF. shall develop a plan of care for. 
each resident admitted to the ACLF with input 
and participation from the resident or the resident 
' s legal representative, treating physician, or 
other licensed health care professionals or entity 
delivering patient services within five (5) days of 
admission. The plan of care shall be reviewed 
and/or revised as changes in resident needs 
occur, but not less than semi-annually by the 
above-appropriate Individuals. 



This Rule is not met as evidenced by; 
Based on review of the resident census and 
interview, the facility failed to develop a plan of 
care for twenty residents (#1 , #2, #3, #4, #5, #6, 
#7, #8, #9, #10, #11, #12, #13, #14, #15, #16, 
#17, #18, #19, #20) of twenty residents reviewed. 

The findings included: 

Review of the resident census dated January 30, 
2012 revealed sixty-nine residents currently 
resided in the facility and four residents were in a 
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an alternative setting such as, 
hospital, rehab/skilled care or 
home dependent upon the 
residents needs as determined by 
the level of care assessment. 

On March 8, 2012, ail existing 
residents were assessed by 
licensed nurse per the policy to 
ensure their appropriateness for 
Assisted Living, 

Measures and systematic changes 
to prevent recurrence: 

The facility has weekly at risk calls 
which are designed to discuss the 
resident Quality Services as 
documented on a log, driven by 
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the Quality Service Manager to 
monitor the Resident Services 
Director and Executive Director . 
This meeting Is to ensure the 
facility can meet the acuity levels 
of the residents 

' Corrective Action: 

The level of care assessment 
which is completed prior to move 
in, after 30 days, every 6 months 
or upon a change of condition or 
return from an alternative setting 
such as, hospital, rehab/skilled 
care or home will be reviewed by 
the QuaHty Assurance Committee 
consisting of the Executive 
Director, Resident Services 
Director, Resident Services 
Coordinator, Maintenance 
Director, Dining Services Director, 
Business Office Coordinator and 
Healthy Lifestyles Director, 
monthly. 
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Cpntlnyed From page 62 
hospital or a rehabilitation facility. 

Interview with the Resident Services Director 
(RSD) on February 2, 2012 at 12:20 p.m. in the 
Executive Director's office revealed the RSD ■ 
determined a resident's needs and 
communicated those needs to the staff. 
Continued interview revealed care plans had not 
been developed for any resident. 

Interview with the Quality Services Manager on 
February 10, 2012 at 12:02 p.m. in the marketing 
office confirmed the facility failed to develop a 
plan of care for twenty of twenty residents. 
Continued Interview confirmed the facility failed to 
develop a plan of care for any resident within the 
facility. 
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Corrective action for residents 
affected: 

Residents #1, 2, 3, 4, 5, 6, 7, 8, 9, 
13, 14, and 15 have been 
discharged from the facility. 
Residents #10, 11, 12,16,17,18 
and 19 currently have a plan of 
care in the resident's medical 
record. 

Other Residents that could 
potentially be affected; 

Plan of care documentation has 
been completed on each resident 
per Elmcroft policy. This was 
completed by the Resident Service 
Director on March 29, 2012. This 
Is called the service plan and is 
completed by each shift. 

Measures and systematic changes 
to prevent recurrence: 

The service plan Is checked by the 
licensed nurse or supervisor of the 
shift to ensure assignments are 
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properly being carried out. This 
information Is reported to the 
Resident Service Director. 

The Resident Services Director 
completes the service plan for 
each resident upon move-in, by 
using the level of care assessment 
' to determine the services needed. 
The service plan indicates the 
services required, and the 
methodology in completing the 
task specific to the Individual 
resident. 

Corrective Action: 

The service plans will be reviewed 
by the Quality Assurance 
Committee consisting of the 
Executive Director, Resident 
Services Director, Resident 
Services Coordinator, 
Maintenance Director, Dining 
Services Director, Business Office 
Coordinator and Healthy Lifestyles 
Director, monthly. 
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